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PRESENT-DAY TRENDS IN PSYCHIATRY.* 


By JoHn F. WitiiAMs, M.D. (Melbourne), M.R.C.P. and 
D.P.M. (London), F.R.A.C.P., 
Honorary Psychiatrist to the Alfred and the Children’s 
Hospitals, Melbourne. 





Tue formation of our association is significant of the 
need to discuss the problems arising in psychiatry, and 
of a feeling of our enhanced importance in the com- 
munity as a whole and in the medical profession. <A 
general survey appears desirable to see where we stand 
today and what we have to offer, rather than a detailed 
discussion. 

Public Opinion. 

To the community as a whole, psychiatry is still 
something dealing with phenomena arising from an 
occult mind or possibly from mysterious nerves or brain. 
Dread of the asylum and of alientation from normal people 
still flavours the public’s attitude towards us, while 
Freudian emphasis on sex, vague ideas of personal mag- 
hetism and of hypnotism and the lack of respectability 
attaching to these tend to give to even the most highly 
respected among us a definite aura of doubt which may lead 
either to fear and distrust or to the thrill of adventure. 
The anxious mother bringing along an adolescent daughter 
often appears to expect the wiles of the Evil One to be 
exerted upon her ewe lamb. Lack of knowledge is largely 
responsible, but the nature of some psychiatric ills and 
the way in which they lay bare the citadels of our 
natures must inevitably give rise to fear. The recent 
spate of psychiatric films may be taken to reflect growing 
Public interest and, in spite of distortions probably 
inevitable in any approach to the public’s purse and its 
desire to be thrilled as well as distracted, these cannot 
be denied to have a definite educative value. How far 








Read at a meeting of the Australasian Association of 
fea, on April 30, 1947, at Adelaide. 


this is to the good or bad must remain a matter of 
controversy, but one effect is undoubtedly to. place 
psychiatrists and psychologists on a pedestal which is 
very insecure. Far too much is portrayed in the way 
of dramatic therapeutic results, and it will be a matter 
for considerable disappointment to patients and relatives 
when the methods of “The Seventh Veil” and “Spellbound” 
cannot be used with the same success here as in 
Hollywood. A review of the film world over the last few 
years is of some value in another way, in showing the 
wide variety of psychiatric conditions that have roused 
the interest of producers and public, for example, 
“Random Harvest”, “Candlelight”, ‘“Hatter’s Castle’, 
“Lost Weekend”, et cetera. 

The field of literature can also be used to illustrate the 
fact that such topics are inescapable when one is dealing 
with the facts or fancies of human nature, and a modern 
painting by Ivor Frans in the Adelaide Gallery is 
labelled “Schizophrenia”. 

Professional Status. 

If we turn from the general public to our own medical 
profession, there are grounds for considerable pride, but 
also for a proper humility. Here we find the blessed 
words “psychosomatic medicine” looming very large in 
medical journals and general conversation, and we find 
to our amusement that we are often expected to hail this 
as something quite new and revolutionary, as though the 
wide spread of emotional factors throughout our bodily 
organisms had never been realized till Cushing demon- 
strated peptic ulcers after his surgical interference with 
the pituitary gland. 

The same interest has, however, placed us in rather 
a delicate position, as we are often asked to subscribe to 
an etiology and partake in a treatment which seems, 
satisfying to the physician and surgeon, but which we, 
with rather more awareness of the complexity of 
psychiatric problems, must view with some diffidence and 
sometimes distrust. 

Some of the recent studies of personality factors in 


-asthma, peptic ulcer, rheumatism and so forth seem to 
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reveal very clearly on what insecure foundations we are 
asked to build, and yet it is of profound importance for 
our speciality, as well as for the future of medicine as 
a whole, that we should not allow this phase of medical 
interest to pass without adding to the benefit of our 
patients and to our own scientific knowledge. 


Scientific Basis. 

Many discussions have ranged over the question whether 
medicine is an art or a science, or whether we can in 
fact claim any scientific status. Bernard Hart and many 
others have traversed this ground and it is obvious that 
in building up any claim to scientific knowledge various 
stages must be passed. There are, firstly, the observation 
of phenomena, secondly, the orderly arrangement and 
classification. of the facts observed and, thirdly, the 
finding of laws and the development of concepts which 
serve to explain, to predict and to control the occurrence 
of future phenomena of the same order. When the first 
and second stages are complete we may claim to be a 
descriptive science, but the task is not complete till the 
third stage has been passed. It is also obvious that the 
laws may make use of concepts or entities which are not 
* known and which may be wholly improbable, such as the 
frictionless ether of the physicist, or the unconscious 
mind of the psychoanalyst; but they must not be wholly 
fantastic because they must explain the facts observed, 
must not be contradicted by other facts and must be 
capable of verification by reference to experiment and 
experience. 

Such a body of organized knowledge and speculation 
need not commit us to any preconceived philosophical 
beliefs, though the materialistic mechanical bias is very 
strong in much medical research. This bias rules out 
such a concept as that of “purpose” as a causative factor 
in behaviour, but it is possible to have a “science” of 
behaviour including such a concépt, and it seems in fact 
as if much research is hampered by the neglect of such 
a factor. 

The absurdities of Pavlov’s attempts to explain 
behaviour as a series of mechanical reflexes, such as his 
“freedom” and “investigatory” reflexes, cannot, it seems, 
be justified in the name of science, owing to the neglect 
of fundamental qualities of living creatures, for example, 
consciousness and purpose. A truly scientific psychiatric 
approach should be a basis of all medical science. 

It must however be realized that the phenomena 
observed in psychiatry are capable of great distortion. We 
may be on firm grounds in observing overt behaviour, 
for example, katatonic attitudes and neologisms, but 
many of the phenomena with which we deal are the 
statements of patients or relatives, and it is apparent 
that many of these are quite opposed to any objective 
reality and that we are quickly lost in a morass of 
phantasy. When to these phantasies are added our own 
often rather fantastic inferences we are often very far 
from the world of verifiable facts, and yet this is the 
way in which many of our concepts have arisen. Such 
basic concepts of psychopathology as libido, ego, and id, 
dissociation, repression and unconscious mental activities, 
are the result of inferences from what cannot really be 
described as either the direct observation of phenomena 
or their orderly arrangement and classification, and we 
must exercise caution before claiming that they can be 
described as truly scientific; useful though they are 
in our present stage, they may later prove quite erroneous. 

On this foundation has been erected a wealth of what 
can often be described as fantastic generalizations from 
insufficient material, and it is little wonder that many 
are still sceptical of psychoanalytical claims in spite of 
popular belief. This is particularly so when they are 
supported by preconceptions of the analyst resulting from 
his analysis and admission to the “apostolic. succession’, 
and by material often gathered from biased patients. 
Objective truth is not proven or disproven by thera- 
peutic success or failure, as we have learned to our cost 
many times over, and psychotherapy, in particular, is 
and may always be more an art than a science. 

These remarks are not to be regarded as anything 
more than a plea for caution, and perhaps an excuse for 





those of our profession who prefer to keep their feet 
on the more solid ground of somatic pathology and to 
entrust their therapeutic hopes to convulsive therapy 
rather than to a Freudian analysis. The physician with 
his bag is not, however, adequately replaced by the 
psychiatrist and his box. 

Leaving this question to one side and attempting to 
keep to the field of clinical observation, we are still 
confronted with doubt and uncertainty, Some problems 
arise from the difficulty of obtaining reliable histories 
from patients and relatives who with the best of intentions 
are often liable to distortion or lapses of memory, but, 
if we.assume that a true and complete history has been 
obtained, what etiological weight do we attach to early 
psychic traumata as opposed to factors of inheritance or 
to present environmental stress, and what significance do 
we attach to a drive for recovery due to love and affection 
for relatives or faith in ourselves, when we sometimes 
terminate apparently successful treatment? 

What do we really know of the facts of inheritance 
of psychiatric disorders, of the significance of toxic foci, 
of infectious disease or of head injury in the causation 
of disorders? 

We are not even sure of the scope of our various 
psychiatric disorders, for example, the delimitation of 
schizophrenic syndromes or of the phenomena covered by 
the labels of anxiety states and hysteria. What do we 
know of the mechanism behind complaints, for example, 
of persistent pain or headache or pressure, which we s0 
often hear, or of the rationale and selective action of 
electro-convulsive therapy and of insulin. shock, not to 
mention those of lobectomy? 

In all, or at least in very many, of these problems and 
in many others we are still groping for an answer, but 
this is not, of course, a matter for dismay or for belittling 
the knowledge we possess, for it is only too easy to point 
to corresponding gaps in the knowledge of other fields 
in medicine and surgery, and in some respects we are 
at considerable advantage. In spite of what has been 
said of the phenomena with which we deal and the 
possibilities of faulty inference, we are at least able 
to observe directly much of their behaviour and to keep 
them under observation and control in a way that 
other specialists often are unable to do. We are, 
moreover, in a position to obtain help from the trained 
observation of others, social workers, education authorities, 
kindergarteners and nursery school ‘leaders. If we 
cooperate with them as we should, we may enlist 
their services in the correction of social factors causing 
trouble or hindering recovery. If at times their 
observation may not be sufficiently skilled or their 
ability to modify the environment be insufficient, this 
is to be regarded as a reason for improving their training 
and pressing for any possible alterations in the environ- 
ment, for example, better working or educational 
conditions, rather than for a refusal to cooperate. 


Child Psychiatry. 

The possibility of obtaining at least some check on the 
inferences drawn in adult life as to psychopathological 
situations in childhood and infancy is one reason why the 
psychiatric approach to the problems of behaviour in 
childhood is so important and helpful if on a realistic 
basis. Even here, however, we find rather too ready 
an acceptance of the dogma of Freud and a forcing of 
interpretations of behaviour to fit this scheme. Pos- 
sibilities of prophylaxis in this field appear enormous, 
but social difficulties and parental ignorance are often 
limiting factors. 

One factor that presents itself forcibly in childhood is 
the importance of varying levels of ability or of intel- 
ligence in the causation of psychiatric disorder, and it is 
only of comparatively recent date that this factor has been 
realized to be very important in adult life also. Here we 
have a definitely constitutional quality of the individual 
that is often of profound significance in causing frustra- 
tions, boredom and abnormalities of behaviour when he is 
placed in situations demanding too much or too little. To 
some of us it needed the recent war and cooperation with 
the army psychological service to make us realize its 
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importance, and others still seem to be unaware of this. 
Here again the need exists for cooperation with 
psychologists unless we are to undertake far more in the 
way of training in the use of psychological tests than 
most of us have done in the past. One may perhaps 
mention the various projection tests, for exampie, the 
Rorshach and thematic apperception tests, as interesting 
additions to our diagnostic instruments for which perhaps 
too much has been claimed at times. 


Medico-Legal. 

There is perhaps no field in which we appear at such 
a disadvantage as in the witness box when we are asked 
to give opinions as to criminal responsibility, testamentary 
capacity and so forth. This is in part due to our 
ignorance where we are supposed and may even have 
claimed to have knowledge. Can we say that a person is 
or is not responsible for his actions, if so much of our 
thinking is on a deterministic basis, or can we say that 
aman acts with criminal intent if we deny purpose as 
an explanation of behaviour? Surely it is time to strive 
for a more realistic conception of justice when the aim will 
be treatment rather than punishment, and when varying 
degrees of responsibility for, and purpose behind, our 
actions will be accepted. Some signs of the coming of 
this day are already to be seen and the influence of 
psychiatry in some of the difficulties associated with 
army discipline has been, it seems, quite an important 
influence. 

Psychologists. 

In other respects, too, medical experiences in the recent 
war have been of value. The cooperation with 
psychologists has already been mentioned and, though 
some mistrust persisted till the end, much mutual help 
resulted. Further cooperation must continue, unless 
we are with blind conservatism and prejudice to force 
psychologists to encroach into fields that we now claim 
as our own and the boundaries of which most psychologists 
are quite willing to recognize. The creation of a 
lectureship in psychopathology at the University of 
Melbourne in the Faculty of Arts and not in the Faculty 
of Medicine shows the dangers that may be ahead. 
Fortunately the lectureship is at present held by one of 
our association; but we must be prepared and able to 
take the lead in the diagnosis and treatment of disorders 
of behaviour wherever they are found, for example, in 
home, school, industry and medicine, as well as in the 
mental hospital or psychiatric clinic. 


Morale. 

In the early stages of the war a variety of preparations 
were made, many quite unnecessary in the light of after 
events, and one lesson at least should have been learned. 
This is the enormous value of morale in the prevention of 
psychiatric disorders, whether these were in a civilian 
population under the stress of bombardment or in 
fighting units. Just as Hitler failed to break the morale 
of the British population and to produce the multitude 
of neuroses expected, so experience proved that in some 
units psychiatric disabilities just did not occur. This 
was not solely due to faulty diagnosis covering up anxiety 
with flat feet or dyspepsia, though this was not unknown, 
but rather to commonsense handling of some of the 
weaker elements by regimental medical officers, combatant 
officers and non-commissioned officers, and to unit morale 
and enhanced self-esteem arising form this. Others were 
Not so fortunate and under stress, particularly in retreat, 
Psychiatric casualties were common. Moreover, it was 
clearly proven that once the unit lost its grip on its 
Members and they were evacuated away to the base, 
the chance that treatment, no matter how skilled, would 
Tender a man fit for front-line service again was 
extremely small. This is said with all due deference to 
our secretary (Dr. A. J. M. Sinclair) and to his work with 
the late Eric Cooper in the fortress of Tobruk, as well as 
to many other authorities. 

It sometimes seems that many of our repatriation 
Psychiatric problems are due to attempts by the patients 
to justify their past failure under stress by an emphasis 





on their persistent disability and on the pension that 
accompanies it, but the lack of morale is obvious and 
urgently in need of treatment. 

Civilian life of course presents different conditions, 
but it seems probable that we have a lot to learn of the 
causation of psychiatric ills by a lack of incentive to be 
well and by lowered national morale, with an unhealthy 
attitude to life and its problems, including minor degrees 
of disability. Similarly, prolonged ill health and suffering 
can be avoided if the civilian general practitioner, like 
his service counterpart the regimental medical officer, 
can be given a commonsense psychiatry and the courage 
to use it. Whether the impending National Health 
Service will lead to increased health will, it seems, 
depend to a large extent on the appreciation by authorities, 
both lay and medical, of the need to avoid too ready an 
escape via illness from the problem of living. Whether 
a salary will carry with it greater courage to speak 
unpalatable truths than the fee-earning system may be 
open to doubt, but the prospects of easy access to hospital 
and the stress on facilities for pathological and X-ray 
examination will certainly tend to escapism in its worst 
forms. These and other possibilities may need forceful 
presentation by our association, and a careful considera- 
tion of the possibilities is required if we are to be able 
to present a case. 

Treatment. 

The development of methods of shock therapy prolonged 
narcosis and lobectomy carries us far from the concept 
of an asylum for the chronic insane. They undoubtedly 
fulfil useful purposes in curing patients more quickly 
than formerly, in rendering curable some who were 
formerly incurable, and in making some partial social 
adjustment possible for many who would formerly 
have had to be placed in an institution for life with all 
the legal paraphernalia of certification, which is so dis- 
tasteful a procedure and so urgently in need of overhaul. 
In addition they serve to produce an attitude of optimism 
among patients, relatives and doctors and to remove 
some of the dread attaching to psychiatric disorders. 
Moreover, they permit the treatment of many patients 
in general hospitals who would formerly have required 
prolonged mental hospital care, and in this way have 
served to bring psychiatry more into line with other 
branches of medicine. This may not be wholly approved 
by all of us, but there seems to be little doubt that it 
is of very great advantage. This advantage could be 
increased, as has been suggested, and practised to some 
extent by the opening of some mental hospital appoint- 
ments to those in part-time private practice, and by 
encouragement of practitioners in mental hospitals to 
seek appointments in general hospitals. The increased 
facilities for teaching of medical students and graduates 
and the enlistment of the interest of students in 
psychiatric as well as in psychosomatic medicine are 
additional reasons for the wider development of 
psychiatric wards in general hospitals. The benefit to 
psychiatrists arising from contacts with their medical 
colleagues should also be mentioned. Unfortunately such 
wards are still far too few. 

At this stage it may be opportune to present in summary 
a critique of psychiatry by Gregg, published in the 
American Journal of Psychiatry in 1944. The main points 
of his criticism are that psychiatrists are unduly 
resentful of criticism, they are badly recruited from the 
less intelligent students, they are isolated from general 
medicine, are overburdened with administrative work 
and are too inarticulate and long-suffering to secure 
redress. The advance of psychiatrists from _ their 
traditional home in the mental hospital into the fields of 
general medicine and the general life of the community 
will go far to remove the faults enumerated. 

In addition, however, it is desirable that we should 
do what we can to increase our own professional status 
by ensuring that a high standard is required for a diploma 
in psychological medicine and that stress is placed on 
the advisability of post-graduate work in general medicine, 
in psychology and in the study of all that goes to give 
an increased understanding of the problems and pleasures 
ef our existence. 
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May I sum up these rambling remarks as follows. 

The philosophical background in modern psychiatry with 
its emphasis on the unity of body and mind is becoming 
increasingly prominent in general medicine and provides 
in “psychosomatic medicine” a promise of very interesting 
and beneficial developments. 

In these advances psychiatrists should be fitted, if not 
to lead, at least to keep step. Our store of scientific 
knowledge is still very scanty, particularly in psycho- 
pathology, but also in conditions of somatic pathology 
and problems of inheritance and constitution. Further 
education and much more work in the field of our own 
speciality with the recruiting of promising graduates is 
required. This has been rendered easier by the 
development of physical methods of treatment and the 
use of these methods in general hospitals, though too 
ready and too wide a use of these has been prejudicial 
to the proper investigation and understanding of our 
patients and to the advance of scientific knowledge. 

Child psychiatry is of value in the evaluation of psycho- 
pathological theories and in the prophylaxis of adult 
psychiatric illness. 

For the proper advance of psychiatry there must be 
cooperation with many other workers, for example, our 
medical colleagues of all types, psychologists, social 
workers and educational authorities, with an advance 
into the wider life of the community. 

Changes in legal procedure in the treatment of 
delinquency and in certification of the insane are urgently 
required. 

Intelligence in the causation of behaviour disorders is 
stressed as an important constitutional factor which is 
often overlooked but which can be evaluated with some 
success. 

The importance of morale in military and civilian 
psychiatry both for prevention and for treatment is 
emphasized, together with the need for a wide view of 
social factors. 

A background of psychiatric knowledge for the general 
practitioner and specialist is essential for the early 
recognition and treatment of psychiatric disorders, and 
a proper place in the medical curriculum is essential, but 
often denied. 
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PREFRONTAL LEUCOTOMY.* 


By H. M. Brrou, 
Adelaide. 


On the subject of prefrontal leucotomy, I appreciate 
the honour in being asked to open this discussion, but I 
must confess at the outset that my experience has been 
very limited. However, I am informed that my role is 
to review briefly the history of this operation, together 
with the more recent results from other countries. 

In case some present are not familiar with the operation 


of prefrontal leuctomy, it is explained that the operation - 


is to divide the white matter in the prefrontal lobes on 
both sides of the brain, just anterior to the tips of the 
rostral ends of the lateral ventricles. All this is done 
to bring about relief from distressing mental symptoms, 
and it had its origin in this way. 

It had long been known that removal of the prefrontal 
lobes by operation, consequent upon disease, gave rise to 
a euphoria, a reduction of inhibition, a certain lack of 
control, and generally a happier mode of life. One might 
almost say that a man minus his prefrontal lobes was 
mildly hypomaniac. 

With this knowledge, Egas Moniz, a Portuguese neurolo- 
gist, Almeida Lima, a surgeon, and Dr. Cid, a psychiatrist, 
attempted in 1935 to sever the white matter in the pre- 
frontal lobes. Moniz reasoned that morbid ideas had 
become fixed and..that by blotting out a portion of the 
prefrontal cortical cells he could lessen the emotional 
components of the distressing ideas. He thus attempted 





1Read at a meeting of the Australasian Association of 
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to dissociate the emotional from the intellectual com: 
ponents of thought, delusion, hallucination and obsession, 
even though these latter morbid processes remained. 

It is said that the prefrontal cortex is concerned with 
thought, but actually we do not know much about its 
precise function, despite the accumulating knowledge of 
what a man is like with his frontal lobes partially removed 
or severed as in leucotomy. Can we say, for example, that 
imagination, initiative and self-consciousness are localized 
in any particular structural part of the brain? 

However, nowadays we tend to regard, with certain 
exceptions, the association of cortical cells and emotion 
as being a fluid rather than a static mosaic. Nevertheless, 
we cannot help thinking of the pretty theory recently 
advanced. This was to the effect that we might position 
Freud’s id in the thalamus and the troublesome super-ego 
in the prefrontal cortex. 

Moniz, in his attempt to destroy the necessary fibres, 
first injected absolute alcohol. This was unsuccessful. 
Then he used a wire loop, with which, by repeated 
insertions and rotations, he cut out a number of cores 
one centimetre in diameter; his approach to the brain was 
through trephines in the vertex of the skull. 

Other ingenious surgeons devised some really elaborate 
instruments, but, in general, most surgeons use a blunt 
instrument, such as a brain needle, inserted through 
burr holes in the temporal regions. Dr. Leonard Lindon, 
who has performed the majority of leucotomies at Parkside 
Mental Hospital, uses a Hugh Cairns brain needle. 

In the operation, a number of nerve tracts are said to be 
involved when the white matter is cut in the optimum 
plane. These tracts include the following: (i) tracts 
between the dorso-medial nucleus of thalamus and the 
frontal cortex; (ii) the prefronto-pontine system; (iii) 
cortico-mesencephalic tracts; (iv) the. cortico-striate 
system (to the globus pallidus). 

More recently, some surgeons, instead of cutting ail 
four quadrants in each lobe, confine their attention to the 
lower quadrants only, but the results appear equivocal. 

At the present time, we have to confess that we do not 
know precisely what fibres it is necessary to sever to get 
the best results, and, moreover, if we did know it would 
not matter, for the present operative procedure does not 
allow exact localization. While all workers have stressed 
the importance of severing fibres between the prefrontal 
cortex and the thalamus, and while degeneration of the 
cells of the dorso-medial nucleus of the latter is regarded 
as essential, I feel that the tracts connecting the hypo 
thalamus will prove to be the more important. 

However, the whole anatomy and physiology are 80 
intricately interwoven that we could quite easily introduce 
the age-old theories of emotion as enunciated by James- 
Lange, Cannon and others. 

In passing, I would mention the case quoted by Alfred 
Meyers, who performed autopsies on nine subjects dying 
some considerable periods after the prefrontal leucotomy. 
One such subject, who had shown a remarkable recovery 
and had been discharged from the mental hospital after 
having been regarded as “a most difficult case—one of the 
worst in hospital’, died from carcinoma of the csophagus 
eighteen months after the leucotomy. The autopsy showed 
that no fibres between the prefrontal cortex and the 
thalamus had been severed and no cell degeneration had 
taken place in the dorso-medial nucleus of the thalamus. 

So much for the preamble. 

Here I wish to say that when the subject of prefrontal 
leucotomy first began to filter into the journals some years 
ago, my first reaction was to reject it out of hand. T0 
think that we should deliberately mutilate the intact brain, 
that part of our anatomy held to be sacrosanct above all 
others, showed clearly that the psychiatrist’s degradation _ 
could not be plumbed. 

However, I gradually became more impressed and in this 
my change was not a little influenced by the frank and 
genuine reports of remarkable recovery as observed by the 
formerly sceptical surgeons. , 

Now, in the treatment of mental disorders I wish to 
remind you of the type of history, in which improvement 
followed some severe cataclysmic physical upset. Some 
of us will recall that following typhoid fever a mental 
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hospital patient would sometimes show remarkable 
improvement. Then there were the patients who required 
surgical operation, and this too, in a few instances, brought 
about an amelioration. Later we saw the effects of 
malarial therapy in general paralysis of the insane. Then 
we had “Cardiazol’, insulin, and electroplexy. 
attempt to discuss the indications for leucotomy; suffice 
to say that patients with emotional tension respond best, 
especially if the disturbance is somewhat cyclic. 

In reviewing the literature and our own small series, 
we find that the reasons for operation were rather varied, 


but in general the subjects were selected because of | 


permanent and distressing delusions, hallucinations, 


unmanageable aggressiveness, unceasing melancholic agita- | 


tion or unrelieved anxiety due to delusional experience. 

After operation one should find: (@) a diminished 
consciousness of self, (b) a diminished affective com- 
ponent, (c) a reduction of agitation and worries Over 
ideas of guilt, unworthiness, sin et cetera, and (d) a 
lessening of all hypochondriacal ideas. 

Contrary to what one would expect, it can be shown 
that after operation the intelligence quotient is not much 
altered. However, the literature is already extensive on 
the subject of the personality and other changes following 
this destructive operation and it is far too lengthy to be 
mentioned here. 

I wish now to refer briefly to a report recently received 
from the Board of Control in England. Here we find the 
results of 1000 cases of prefrontal leucotomy performed 
in the mental hospitals. And I must emphasise that these 
operations were performed on patients who were, in most 
instances, suffering from severe mental disorders which 
had resisted all the usual forms of treatment. They were 
patients described as “one of the worst in hospital”, “a 
very difficult case”, “prognosis hopeless”, “destructive, 
degraded, dangerous”. : 

Now I know that a series of figures can be very boring 
in a lecture, but if you will put up with a few numerical 
facts I think it will be worth while. Of these 1000 subjects 
of leucotomy in English mental hospitals we have the 
following information: 


Discharged recovered (earning own ] 
2 Saye >t ar iape re 8 RS 8 

Discharged: improved i 10% { 

In hospital—improved 32% 

In hospital—unchanged .- 25% 

In hospital—worse .. .. .. .. 1% 

Dette. 8. hh WRF eR 


Of the schizophrenic patients, who formed 60% of the 
subjects of operation, 23% were discharged. 

Of the manic depressive patients, who formed 25% of 
the subjects, 50% were discharged. 

The disorders of thought, delusion and hallucination 
were not greatly altered, whereas the disorders of emotion, 
depression and agitation were quite considerably reduced 
or disappeared altogether. 

Briefly, 71% of the patients exhibiting depression and 
agitation lost these abnormal reactions, and, although 
delusions and hallucinations were influenced to a lesser 
degree, the pleasing result is that the patient was no 
longer troubled by these morbid processes—a remarkable 
Phenomenon to be sure, in which the accusatory voice and 
the delusion of personal unworthiness no longer produced 
the usual affective response. 

So much for the brief review of prefrontal leucotomy. 

Whether one should perform this operation in severe 
cases of mental disorder and only after all other methods 
of treatment have failed, or operate at an earlier stage, 
I do not know. However, in the present state of our 
limited knowledge, I think a very heavy responsibility 
rests upon the psychiatrist who recommends operation, 
en first having tried all other methods over a lengthy 

od. 

I will end my remarks by quoting to you what Freeman 
said, in concluding one of his lectures. He used the 
following words. 

It is good to have a little concern over the future, 
a certain self-consciousness, some ability to contemplate 
and speculate, to foresee the results of one’s actions, 


I will not | 


a selected population. 





But when concern over the future leads to indecision 
and blocking of action; when painful self-consciousness 
leads to apprehension and delusions of persecution, 
when perverted foresight raises up impenetrable barriers 
to happiness; and when, in contemplation, thoughts 
come into consciousness with the intensity of sound, 
then prefrontal leucotomy may provide a constructive 


mode of relief. 
o— 


SOME OBSERVATIONS ON THE PSYCHOLOGICAL 
AND PSYCHIATRIC PROBLEMS ENCOUNTERED 
IN A SINGAPORE PRISON CAMP. 


By Orpe Poynton, M.D., M.A. (Cantab.), 
Adelaide. 


THE object that I have in view in this short leciure is 
to try to give you a general account of the various 
psychological problems with which we were faced in 
the large prison camp for European civilians established 
by the Nipponese in the Changi Prison and later trans- 
ferred to Sime Road. As an introduction to this I think 
it might be of interest to outline the milieu that existed 
during peace time as this had a considerable bearing 


on our problems. 


The European population of British colonies such as 
the Straits Settlements and the Federated Malay States is 
The majority are in the prime of 
life and have been the subject of special choice for 
responsible appointments. It must, however, be admitted 
that in the past there has been no organized attempt 
to select those of suitable personality for the particular 
conditions prevailing, and there can be no doubt that 
a considerable number of individuals with psychoneurotic 
personalities, though of superior intelligence, were 
engaged. Cyclothymic and dromomanic types are likely 
to appear as definite problems in such circumstances. 
unless active measures are taken to exclude them, and it 
is likely that this, as much as climatic and social condi- 
tions, is responsible for the high incidence of what is 
loosely termed “tropical neurasthenia’’. 

Psychoneurosis accounts for a high proportion of the 
“poarding out” that takes place in peace time, and is 
also reflected in the high suicide rate, which is several 
times that among the general population in England. 
Some develop a highly emotional state with phases of 
severe depression, often accompanied by intractable 
insomnia. In others such psychosomatic manifestations as 
persistent headache, low blood pressure with general 
debility, and such cardiac symptoms as pseudo-angina 
are developed. In all those cases with which I have had 
any intimate personal contact I have been convinced that 
these cases of “tropical neurasthenia” are no more than 
the precipitation of symptoms in an individual who has 
possessed from early life a psychoneurotic personality. 
Whether they would have escaped a frank psychoneurosis 
had they remained at home cannot be stated, but lL 
think it is true to say that they might have been detected, 
in the majority of cases, before recruitment and the most 
important source of pension liability thereby greatly 
reduced. 

The four precipitating factors of “tropical neurasthenia’”’ 
are climatic, social, sexual and alcoholic, the last, of course, 
being bound up with the two first named. The climate 
is monotonous and humid. Circumstances seldom permit 
the establishment of a normal home life on account ot 
frequent transfers and leave, separation from children 
who go home to be educated and from wives who tend to 
spend less and less of their time in the tropics as they 
grow older. The sexual problems are bound up with 
the difficulties encountered by the young unmarried man, 
native prostitutes, venereal disease, and the opportunities 


| for expressing or acquiring homosexual, tendencies. As 


regards alcoholism mere social custom accounts for much 


of the heavy drinking, but the incidence of addiction of 


the compulsive type is undoubtedly high. 





1Read at a meeting of the Australasian Association of 
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The difficulties of studying mental disorders among the 
natives are very considerable. Many subjects of mental 
disorder never come under medical supervision, and those 
that do seldom present themselves in the early stages of 
their illness. The language barrier militates heavily 
against the analytical approach to those patients who 
otherwise may have a promising outlook. All the 
common types of psychosis are encountered, as also the 
organic reaction types. Senile and pre-senile dementia is 
common, and general paralysis of the insane occurs in 
all races, in many instances in subjects suffering from 
chronic malaria. The most noticeable difference, as 
compared to European experience, is the high incidence 
of acute confusional psychosis commonly associated with 
malaria, enteric fever, chronic dysentery, ankylostomiasis 
or nutritional deficiency. Disorientation, amnesia and 
hallucinations, usually auditory and paranoid, are the 
characteristic symptoms. Many are fearful, some are 
maniacal. As the prognosis is relatively good the discharge 
rate from the Central Mental Hospital before the war 
was exceptionally high. I think it is probable that 
vitamin deficiency is the principal factor in acute con- 
fusional insanity and that the infectious diseases named, 
all of which involve the liver or intestines, are precipi- 
tating factors in subjects who live a lifetime on the 
borderline of avitaminosis. 

Though I doubt if many intelligent Europeans thought 
that Singapore would hold out against the Nipponese for 
more than a brief period, for to call a bazaar a fortress 
does not make it any more formidable, there is no doubt 
that the end came with stunning rapidity. Throughout 
the week involved in the battle for the island the morale 
of the civilians can only be described as exceptional, and 
it was well maintained throughout the period in which 
more than three thousand of them, the majority of whom 
had enjoyed a very high standard of living, were crowded 
into a prison built to accommodate 800 Asiatic long-term 
prisoners. Here and later at Sime Road they spent three 
and a half years under conditions as bad as those which 
the poorest of the natives endured during the depression 
in the early thirties, and it was of the greatest interest 
to observe the psychological effects of this experience. 

The overcrowding was so great in the prison that three 
men had to live in each cell and all the recreation and 
dining rooms had to be used as sleeping accommodation, 
only the prison yards being left as free space, yet this 
overcrowding did not seem to worry the majority. 
Personal antagonisms were considerable at times, but 
seldom led to unpleasant scenes. There can be no doubt 
that the initiative of a few who lavished their energies 
in developing schemes for the education and amusement 
of the camp played the greatest part in maintaining 
morale and preventing the onset of mass depression. 
Language classes, courses in the sciences, the arts and 
philosophy, debates, study groups in many subjects, 
concerts and plays, were all in full swing within a short 
space of time, and were continued until the camp was 


taken over by the military police, after the discovery 


that wireless sets were in use. 

Another important factor was the democratic nature 
of the camp administration which was elected by ballot 
among the in’ernecs, and which insisted that all who were 
fit to do so siiould do their share of the work in the 
camp. This did sot mean that there were not some who 
did not do more tian their share and others who did not 
avoid their share, but it did eliminate any suggestion of 
class distinctions which in peace time were relatively 
marked in the European community. It was particularly 
noticeable that the majority of senior government officers 
did not hesitate to do their share, and often more than 
their share, of the menial tasks, and thus eliminated the 
problems that are created by the presence of an “officer 
class” in such circumstances. Against this, however, it 
has to be admitted that a number of those who were 
placed in privileged positions in the camp organization 
exploited them for their own advantage and thereby 
created considerable resentment and ill feeling. The 
most disrupting element in connexion with camp discipline 
was the internment of the Jewish community which was 
brought into the camp after two years of money-making 





under the Nipponese régime in Singapore. From the 
time of their arrival. there was a great increase in private 
trafficking of all kinds and a considerable deterioration in 
team spirit. 

The influence of “herd instinct” was well illustrated 
by the remarkable waves of alternating optimism and 
pessimism that swept the camp. Rumour was at all times 
rife and its character was dictated by whether the camp 
was in a manic or depressive phase. It was noted that 
there was a small minority strongly resistant to these 
mass emotional drives, the members of which always took 
a directly opposing viewpoint though on no more reliable 
grounds. 

During the latter half of the period of internment 
the camp lived in a state of semistarvation. For many 
food became an obsession and these individuals thought 
and talked of little else. Fortunately the camp administra- 
tion was able to organize the distribution of rations with 
a high degree of equity. It was not, however, able to 
control private purchases through “black market” channels 
by those who had valuables to sell or who were in 4 
position to borrow at exorbitant rates from the Jews and 
others who were dealing with the Nipponese. It was 
interesting to note that a number of European prison 
warders played a prominent part in this undesirable 
business; this suggests the deteriorating effect of long 
contact with criminal types. 

Malingering did not prove a very serious problem. A 
small number feigned amblyopia during an outbreak in 
order to get rations of “Marmite”, and a few work-shy 
individuals attended with monotonous regularity at the 
surgeries, but in general neither the conscious nor the 
subconscious forms of this complaint were common. There 
is no doubt in my mind that the ridicule of one’s fellow 
men is the best prophylactic for this condition. 

Though there were some five hundred women in the 
camp, they were segregated in a separate block and 
social meetings were infrequently allowed by the 
Nipponese. In such circumstances it might well be 
expected that homosexuality would become a _ problem, 
but whether on account of the complete absence of 
privacy or on account of the meagre diet, the incidence 
of this social nuisance remained, as far as I could 
ascertain, extremely low, an experience very different 
from that of other camps of which I have heard. It is also 
possible that the high proportion of well educated men in 
the camp was an important restraining influence. There 
was one case of exposure, but I ascertained that the 
individual concerned had been suffering from a psycho 
neurosis for some years and had exposed himself on 4 
previous occasion. 

There were a number of cases of reactive depression. 
Periods of despondency accompanied by an inability to 
concentrate were relieved by periods of relative normality. 
Of those individuals with whom I discussed their symptoms 
nearly all admitted that they had been liable to depression 
in normal times. There were two cases of suicide in 
three and a half years among a population of over three 
thousand and this figure must be lower than that to be 
expected in normal times. It was also remarkable to 
notice how a number of men who were known to have 
been suffering from: chronic alcoholism having a psycho- 
neurotic basis, and» who were drinking heavily til] the 
day that Singapore fell, showed no ill effects from being 
suddenly deprived of alcohol and greatly improved in 
mental and physical health during the first year of 
internment. 

It was to be expected that with prolonged and severe 
malnutrition we might encounter a number of cases of 
acute confusional insanity. As time passed famine edema, -- 
pellagrinous dermatitis, submucosal hemorrhages and 
other indications of general protein and vitamin B complex 
deficiency involved nearly everyone in the camp, but ! 
can recall only two old men who showed frank co0l- 
fusional states, though a number of others undoubtedly 
deteriorated, becoming childish and forgetful. That it 
was the old men who were involved was undoubtedly due 
to their declining ability to absorb the small amount of 
vitamins in the diet provided, so that they became involved 
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in a vicious circle of decreasing ability to absorb from a 
decreasing supply. It was noteworthy that following 
release the rapidity of recovery from deficiency syndromes 
seemed to be closely related to the age of the subject, a 
number of the old men continuing to decline in spite of 
treatment. 

Chronic dysentery was prevalent in the camp. On 
the move to Sime Road a considerable outbreak of malaria 
occurred. There was also a small outbreak of scrub typhus 
with some deaths. However, I do not think that there 
was a single case of acute confusional insanity that could 
be associated with any of these cases. The malaria was 
nearly all benign tertian and I do not think that this 
form is involved as an etiological factor; only the sub- 
tertian type is significant. 

The incidence of psychoses was very low indeed, certainly 
not above that to be expected under normal conditions. 
There are many respects in which a prison camp resembles 
a lunatic asylum and it might be claimed that internment 
was a preventive rather than a precipitating factor. 
Unfortunately the Europeans in the mental hospital at the 
outbreak of the war were not removed to safety as they 
should have been, but fortunately their fate was less 
tragic than that of the diabetics who died to a man for 
lack of insulin and proper diet. For a considerable period 
they remained in the mental hospital under conditions 
that were reasonably satisfactory, but later they had to 
be taken into the camp. A remarkable feature was that 
two young schizophrenics made remarkable recoveries 
although they had received no one of the therapies at 
present fashionable. Both had been regarded as well 
established in the condition before the war, yet they 
returned to the camp and were able to take part in the 
camp work and live the same life as the rest. 

Two men, both about thirty years of age, developed 
organized delusional symptoms while in Changi prison and 
had to be sent away to the mental hospital. One of them, 
who had a poor family history, improved considerably 
within a year and*returned to the camp in a fit state 
to take part in camp routine. He tended, however, to 
relapse at times into a state of moody withdrawal during 
which some of his delusions would reappear, though a 
few days later he would be able to recognize them as such 
and appreciate his own mental disorder. It seems likely 
that he belonged to that group of schizoid personalities 
that offer considerable hope of a good result if analysed. 
The other man was an aggressive paranoid and though he 
improved it is likely that his ultimate prognosis was bad. 


One elderly man developed general paralysis with optic 
atrophy and died. Another elderly man whose life history 
was strongly indicative of a cyclothymic personality 
developed religious mania and was removed from the 
camp in an excited state and severely deluded. He later 
became extremely depressed, weeping for long periods and 
refusing to speak. His physical condition deteriorated 
seriously and on this account he was brought back to the 
camp where he made some improvement, though he 
continued to be depressed and deluded and was given 
at times to bizarre behaviour. At the time of his break- 
down he was suffering from nutritional deficiency and it 
may have been this factor that uncovered his manic- 
depressive constitution. 

The Nipponese proved difficult hosts, even to those of 
us who had had considerable experience of the oriental 
mentality. They are an emotional people whose mood 
may change without apparent reason within a few 
moments. For the most part we were perhaps fortunate 
in the personnel with whom we had to deal, but the camp 
went through a very bad period when it was in the hands 
of the military police, and during this time it was 
remarkable that morale was so well maintained. 
Fortunately that period did not last very long and was 
followed by our transfer to Sime Road where, though 
living conditions were bad and the food position 
deteriorated, we-had tre advantage of more open space 
and the opportunity for long hours of work in the 
gardens that we were permitted to organize, the 
additional vegetables from which proved a vital factor 
during the last few months before our release. 





Following the relief of Singapore I lost touch with the 
majority of those who had been prisoners and it is not 
possible to make any definite statements as to their mental 
reactions on once more taking their place in the post-war 
world, but I know that a number found it more difficult 
to make this readaptation than they had found the task 
of settling down to the monotonous life of a prisoner of 
war. Reactive depression has, I think, been fairly common. 
Minor difficulties give rise to a feeling of hopelessness 
accompanied by a lack of interest. There is difficulty 
in concentrating for more than short periods. Sleeplessness 
is troublesome, and tachycardia with a rise in blood 
pressure may be found on examination. Such spells come 
on quite suddenly and may last for periods up to some 
weeks. The few patients whom I treated all improved 
slowly and in every case it was possible to obtain evidence 
of some degree of psychoneurotic personality existing prior 
to the war; so that as a personal impression and speaking 
from a limited experience, I would say that it is unlikely 
that those who entered on the period of internment with 
a sound personality, and who did not suffer from severe 
physical illness or spend any substantial period in the 
hands of the military police, will have been left with 
anything more than a transitory period of psychological 
instability; they will probably make their way in the 
present disrupted world as well as any others. I think 
they were all confident that if they survived they would, 
in due course, emerge into a better world, and even 
though there seems reason to believe that they were 
deluded in this respect, it may still be the case that as 
individuals they are better men rather than worse for 
their experience. 

The long period of internment was an ideal opportunity 
for conducting comprehensive analyses on subjects of 
psychoneurosis. In the case of one patient on whom I 
spent more than a year an excellent result was obtained. 
Another did well up to a point, but should have been 
taken further. The value of more superficial methods 
such as suggestion was considerable and an hour a week, 
or even an occasional session, was found helpful to a 
number of individuals. But the vast majority seemed to 
be in no need of assistance and one was constantly driven 
to the conclusion that hardship and simple living in a 
community faced with a common aim are more congenial to 
mental health than the complexities of the world of today. 


<i 
—— 


Reports of Cases, 


PREFRONTAL LEUCOTOMY FOR OBSESSIONAL 
NEUROSIS: REPORT OF A CASE. 





By W. A. DrIspeEn, 
Adelaide. 


A YOUNG MARRIED woman, aged twenty-seven years, was 


interviewed on September 18, 1946. She complained of a 
progressive inability to get things done. She was over- 
conscientious. She took twenty minutes to brush her 
teeth. Sometimes it took her literally hours to get into 
bed; she had to hang her stockings in exactly the right 
place; her frock had to hang properly; it was put on a 
hanger, taken off and put on a hook, replaced on the 
hanger, and so on. She was uncertain of herself and 
worried over everything. Had she turned off the tap in 
the bathroom properly? She would go back two to three 
times to make certain. She took hours to write a letter. 
She had to read and re-read it to make sure that there 
were no errors; the envelope must be scrutinized many 
times to see that the address was correct. 

She noticed this excessive care first when she was aged 
fifteen years and still at college; she would have to do 
things twice; she would put something away in the 
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wardrobe and then have to look again. Over the years, 
her obsessive behaviour had increased and was now 
completely incapacitating. Her mind was constantly 
obsessed with anxious thoughts—of things done, being 
done and to be done. She had lost all confidence and 
always wondered whether what she did was right or not. 

Her illness caused her great distress; she tried so hard 
to overcome it but could not. 

The patient was a twin and one of'four children. The 
mother rather emphasized that compared with her twin 
she was not as forward, not as active, not “as strong”; 
she was not brilliant compared with the other three 
children. The mother herself was a very precise person, 
who had obviously lost patience with her daughter’s 
indecision. She admitted she was a worrier, became 
flustered and was inclined to fuss. At the age of seventeen 
years, the patient was sent to live with her paternal 
grandfather who was very rigid, demanding and 
punctilious. 
all been contributory to her illness. 

Psychoanalysis had been attempted by another doctor 
for three months, some nine months previously, but 
without success. A course of twelve electro-shocks had 
also been given, with only slight temporary benefit, at 
that time. 

Operation was recommended upon the _ following 
considerations: (a) it was felt that psychoanalysis and 
prefrontal leucotomy were the only methods of treatment 
likely to succeed; (b) psychoanalysis and_ electro- 
convulsive therapy had already failed; (c) the patient 
unhesitatingly chose operation as she could not see how 
“just talking” could get her well; (d) the symptoms were 
of disabling degree and her prognosis was poor without 
treatment; (¢) a “direct” indication for prefrontal 


leucotomy was believed to exist because of the excellent 
results so far reported. 


Prefrontal leucotomy was performed by Dr. L. C. E. 


Lindon on May 4, 1947. The post-operative course was 
uneventful. The patient was very drowsy and confused 
for three days and incontinent for some ten days. She 
showed lack of initiative for the first three weeks. 

Two months after operation, the result is excellent. 
The patient is completely free from anxiety and obsessions. 
There is no apparent intellectual loss and no failure of 
initiative. She is eager to get up in the morning and 
wants to be occupied. She is still rather slow. She is 
tidy and fussy, but gets things done and has no impulse 
“to make sure’. She is punctual. She is happy and 
cheerful. She has no worries. 

The parents express themselves as being “very agreeably 
surprised”’, and the result as “much better than expected’’. 
The patient herself has no regrets at having had the 
operation and quite obviously looks forward to the future. 


——$—<g 
FOUR CASES OF PREFRONTAL LEUCOTOMY.’ 


By K. F. Epwarps, 
Adelaide. 


Tuis is a summary of the history of four patients, three 
females and one male, suffering from delusional mental 
disorder, who were submitted to the operation of pre- 
frontal leucotomy between February, 1946, and February, 
1947. Dr. L. C. E. Lindon, of Adelaide, was the surgeon, 
and I desire to pay a tribute to his skill in using the 
brain needle, and to thank him for his cooperation in 
these cases. 

The subjects were selected for operation because it was 
considered that: (i) they were incurable by other means; 
(ii) they were suffering intensely; (iii) their general 
mental level was good; (iv) the release of dangerous 
tendencies was unlikely, an opinion based on close observa- 
tion over a period of months, even years. 





1Read at a meeting of the Australasian Association of 
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It is considered that these factors may have 





Case |. 

A female patient, aged forty-seven years and single, 
was seen for the first time on November 8, 1944; she was 
very depressed and suicidal because of: (i) delusions of 
reference and of sexual assault in the past; (ii) obsessional 
rumination concerned with initials, that is, the initials 
of “horrible brutes of men” in her home town; (iii) fear 
of sexual attack so that she would not sleep in her own 
house at night; (iv) insomnia and general anxiety. 

She was a large, unlovely spinster, weighing seventeen 
stone, dyspituitary in type, with no other significant 
physical abnormality. 

She was the second youngest in a family of seven 
children. Her mother and father did not agree. Her father 
had died at the age of seventy-five years, her mother at 
the age of eighty-three years, that is, six years previously. 
The patient had been very attached to her mother, and 
as the only unmarried daughter, nursed her through her 
illnesses. The patient had always been healthy. 

There was no family history of overt mental disorder, 
but it was significant that of the other four surviving 
children who had married, only one, a son, was living 
with his marital partner. The patient had always been 
very strict and moral—a reaction to the loose lives of the 
rest of the family. The patient did reasonably well at 
school, left at the age of fifteen years, went into an Office 
where she became cashier, and was secretary of the local 
Rechabite Lodge for fourteen years. She stated that she 
had been quite well until six years previously (this, it 
will be noted, was about the time of her mother’s death), 
when she had had a house built for herself; the builder 
had made a “mess” of the house and it had been a source 
of constant worry and expense to her, and the builder 
refused to do anything about it. 

She became irritable and in a bad nervous state; she 
was suspicious of the neighbours and wrote a letter to 
one of them which involved her in a minor lawsuit. She 
had to pay five pounds and apologize publicly through the 
Press, between June and July, 1943, She forgets what 
she put in the letter. She was so miserable that life was 
not worth living and she made an attempt at suicide by 
drowning which brought her to the Enfield Receiving 
House. 

When she returned after three months’ treatment with 
“Cardiazol” injections, she said that she could not 
remember exactly what had happened, but from the way 
she was spoken to by the doctors and the local people 
and from allusions to her in the papers she was sure that 
she had been interfered with one afternoon by a man or 
men unknown. She had probably had a baby whilst at 
the Enfield Receiving House. Initials would keep on 
coming into her mind. She heard jumbled voices trying 
to help her to solve it all. She thought that she had been 
hypnotized, that her brain was being controlled. 


She also recollected that twenty-seven years previously 
a man had asked her to go for a walk with him whilst 
she was at an agricultural show. She had been hypnotized 
by him, and had been kept asleep from 2 to 4 o’clock p.m. 
She had afterwards gone to Dr. W., who inferred that she 
was pregnant, and did something to stop it in his surgery. 
Her ideas of reference later extended to cover persecution 
from the Catholics. Some o‘ the letters which she wrote 
me regarding her obsessional ideas were practically free 
association renderings as on the analyst’s couch. 

Apart from her delusional themes and anxiety her 
general mental state remained relatively clear. However, 
she had frequent affective outbursts. In the course of his 
listening to her story the patient developed an amorous 
fixation for the doctor which was relatively unrestrained -- 
and difficult to deal with, owing to her psychotic state—a 
real délire passionnel. 

All these signs persisted more or less unchanged through 
three separate courses of shock theory. The patient was 
often in a state of great anxiety, insomniac, threatening 
suicide, and taking large amounts of sedative day and 
night. Both she and her medical adviser welcomed the 
idea of a prefrontal leucotomy. This was performed by 
Dr. L. C. E. Lindon on February 8, 1946. 
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After the operation the patient showed a rather pro- 
nounced frontal lobe syndrome: bed-wetting, confusion, 
Jack of initiative and perseveration. This gradually 
receded. At the end of three weeks she was up and was 
discharged from hospital on March 22, 1946. 

I saw her on @ number of occasions afterwards, and she 


told me she was not worrying about anything. She had 
not required sedatives. I could detect no material 


deterioration intellectually. In fact, she appeared to be 
much clearer than formerly. Independent reports of friends 
and relatives months later indicated that they regarded 
the operation as a complete success in that she was no 
longer difficult to get on with. Whereas before the opera- 
tion she was an importunate patient, always demanding 
interviews and writing letters to me, she no longer worries 


me. 
Dr. Lindon tells me he had a letter recently in which 
she complained of some bad dreams. 


Case Il. 

A female patient, a stenographer, aged thirty-four years 
and unmarried, came to me for consultation on September 
8, 1945. She was a young woman with moderate bilateral 
exophthalmos and a thyreoidectomy scar on the neck. 


Her general physical condition was fair. Marked lameness 
had resulted from a congenital dislocation of the hip. 


There were no clinical signs of active hyperthyreoidism. | 


Her memory, perception, and orientation in time and place 
were accurate. Her affective state was one of depression 
and agitation. It was stated that she kept on getting out 
of bed and coming down the passage in a state of panic. 
She had auditory hallucinations and delusions of a gross 
sexual nature. She said that the voices of various men, 
including one who formerly worked in the same office, 
were making improper suggestions to her, accusing her of 
doing filthy things in the park with tramway conductors 
years previously; that she could hear men walking up and 
down outside the windows at night, who were coming to 
assault her sexually. According to her parents she had 
worked in a large firm as a stenographer for ten years. 
She had been well until a couple of years before when she 
started to suffer from anxiety, irritability and sleepless- 
hess and imagined that one man in the office, a married 
man, was making advances to her. The father had investi- 
gated this. He was sure that there was no truth in it. 
A subtotal thyreoidectomy had been performed. The 
patient had gone back to the office for a while, but had 
had to leave as she was in a state of tension and read 
Meanings into everything people did. She had been 
admitted to hospital again and given a prolonged narcosis 
with “Somnifaine”. After this she had been quieter for 
a while, but the same symptoms recurred. She was impos- 
sible to manage at home. 

After a preliminary narcosis with “Nembutal”, insulin 
coma treatment was commenced and was continued for 
approximately twelve weeks until forty bouts of comas 
had been induced. This produced a remission of most of 
her symptoms, but she remained in a state of anxiety and 
remained hostile towards her parents, abusing them when 
they came to see her for not taking her home. 

She was discharged to her home on December 17, 1945, 
but soon became irritable, sleepless, difficult to manage and 
delusional regarding men walking past. the house at night. 

She was readmitted to hospital on February 2, 1946, 
eight weeks later, and given a further full course of 
insulin plus a course of electro-convulsive therapy (ten 
Shocks). She was discharged to her home again on June 10, 
1946, somewhat improved but still delusional. 

Her parents, who were old, coped with her for some 
months, although she was in a constant state of anxiety 
and abused them at every opportunity. She did not 
interest herself in anything and would be in bed all day 
if allowed. She spent most of the night walking about 
and calling, if she was not given nine to twelve grains 
of “Nembutal” in two doses. 

: Certification was a necessity. It was decided to try 
eucotomy, which Dr. Lindon performed on June 11, 1946. 
pond the operation the patient was apathetic, dull, and 
irty in her habits and had to be fed like a baby. As this 





State passed off she received daily visits from her parents, 
who were pleased because there was no trace of the 
previous hostility. Her anxiety did not reappear, she 
appeared to be happy, and helped around the hospital with 
trays et cetera. Her delusions had not entirely disappeared 
as she occasionally awakened at night and thought that 
she could hear men outside the window, but the disturbance 
did not last long. There did not seem to be any gross 
disturbance of the personality. 

She was discharged to her home on March 10, 1947, and 
for the first few weeks got along quite well, and slept 
well after taking one and a half grains of “Nembutal” each 
night. She wrote quite sensible letters on her own initiative 
to some of her former girl friends and helped in the house. 
Her mother stated that occasionally she was disturbed by 
what appeared to be a “voice” or delusional idea; this she 
generally brushed aside in a short while and went on with 
what she was doing. 

However, this state of affairs did not continue. She 
began to be troublesome and aggressive towards her 
parents, especially her father. She used very filthy 
language towards them and refused to cooperate. She 
would get up in the middle of the night, enter their room, 
accuse them of having babies et cetera. She displayed 
none of the acute anxiety and panic that she had suffered 
prior to the operation. 

I saw her several times at home, and though she was 
unusually pert and self-confident, she conversed quite 
intelligently with me and was not unhappy. At her parents’ 
request I decided to send her to the Enfield Receiving 
House. I called and told her that I was going to take her 
back to the hospital as she could not behave at home. She 
got in my car without fuss and was received at the Enfield 
Receiving House, where, Dr. Southwood tells me, she is 
still improving. 

In this case, which apparently was not as successful as 
the others, the operation was definitely beneficial to the 
patient, but apparently released some aggression towards 


the parents which makes it impossible for her to remain 


at home at present. I feel that if the morbid anxiety 
underlying her symptoms has been relieved, they will 
cease to have value and, in proper surroundings, may 
ultimately die out. 


Case Ill. 

A nun, aged forty-four years, was admitted to hospital 
on February 13, 1945. The following history was received 
from her medical adviser. She had developed tuberculosis 
of the hip at the age of twelve years. This was undiagnosed 
for eighteen months, then treated successfully by a surgeon 
over a period of three years. She had done a brilliant arts 
and education course at the university, then had entered 
the convent and carried the brunt of the teaching in the 
higher classes’ work for fifteen years. 

About twelve months before admission she had become 
unable to continue because of acute headaches and general 
debility. Three months before admission she had com- 
menced to suffer from loss of memory, insomnia and 
scruples with regard to minor regulations. She had 
become as a little child, consulting her superior on trivial 
matters at all times, and recently had wanted the priest 
to interrupt his Mass to hear her. The symptoms mentioned 
with intense depression and progressive loss of weight 
were increasing. 

She was quite conscious of her condition, and one of 
her main fears was that she was bringing shame on her 
family and that, as there was no family history of insanity, 
the condition was entirely her own fault. 

She was very quiet and obedient, and had always been 
of a very lovable and gentle nature and an amazingly 
clever and successful teacher. 

On examination, the patient could give little coherent 
account of herself, but appeared to be in a state of pro- 
found agitated melancholia with confusion. She had a 
delusion that she had been excommunicated from the 
Church, and that all her large family of brothers and 
sisters were about to be excommunicated on account of 
ker. She had lost normal control of her thoughts and 
actions. At one stage I found her with her hands tied 
together to the head of the bed. After considerable 
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questioning she said that she could not prevent them from 
wandering where they should not and had taken this 
means of trying to control them. She refused nourishment, 
did not sleep and was noisy most of the nights. 
Physically, she was emaciated; her left hip was some- 
what flexed, showed limitation of movement in all direc- 
tions. Otherwise there was no specific physical illness. 


It was decided that the diagnosis was probably an 
involutional melancholia and electroplexy was indicated. 
Some apprehension was entertained regarding convulsion 
treatment owing to the old tuberculous hip, but her con- 
dition was so desperate that a start was made on February 
23, 1945. She had about seven shocks with little or no 
improvement in her condition. On March 13, 1945, insulin 
coma treatment was begun. She had her first coma on 
March 18, 1945, 60 units of insulin having been given. 
After a number of comas she became quiet outside of the 
coma periods, except for occasional attacks of obsessional 
anxiety once or twice in each twenty-four hours. 

During the coma period she was noisy, talkative and 
very restless and had to be restrained. She quickly became 
insulin-resistant, however, after initial coma on a very low 
dosage. When she did not have a proper coma she remained 
agitated, confused and apprehensive throughout the twenty- 
four hours. 

By April 19, 1945, four weeks after commencement of 
treatment, a dosage of 220 units was necessary to produce 
coma. 

On April 23, 1945, after receiving 210 units, the patient 
went into a coma, during which there was no worry about 
her physical condition, which had improved considerably, 
but it appeared to be irreversible as far as its mental effect 
was concerned, in that she remained in a dazed, drowsy 
state without initiative, her bladder and bowels opened 
under her, and she had to be fed. 

On April 27, 1945, the patient’s mental state showed 
little change; no insulin had been given in the meantime. 
She was given fifty units of insulin daily for one month 
to counteract any effects of sudden withdrawal. 

With careful nursing her mental and physical state 
improved to such an extent that she appeared to be 
peaceful, happy and cooperative and slept well. There 
appeared to be no detectable intellectual defect. 

She was discharged on July 28, 1945, five months after 
admission, apparently relieved, having had approximately 
thirty comas. 

In my opinion the beneficial result in this desperate 
case was due to the last irreversible coma. The response 
to ordinary insulin would not have been lasting according 
to my observations. 

The patient remained well, though still inclined to 
scrupulosity, for over a year. 

On September 7, 1946, fourteen months after discharge 
from hospital, she was readmitted to hospital suffering 
from anxiety, insomnia and obsessional ideas with delusions 
of reference. She considered that her apparently trivial 
acts, even her thoughts, were calculated to harm innocent 
people. She was convinced that in the hospital there was 
some kind of “teleprinter apparatus” (“which is as real 
to me as this floor”, she said, stamping the floor with her 
foot) which enabled us to know what she wrote, said or 
even thought. She became very reserved and suspicious, 
though intellectually clear on general knowledge, or in 
argument outside her delusional system. There were 
emotional crises in which these self-imposed barriers gave 
way, and she became aggressive and hostile, demanding 
her freedom and relief from the persecution. In these 
moods it was a revelation to see the complete reversal of 
conduct in this previously docile, quiet, timid woman, who 
was always most anxious to please, and in whom acceptance 
had been life-long habit. 

Insulin coma and electro-convulsive therapy were tried 
with temporary alleviation only. It was not considered 
advisable to “push” the insulin dosage in view of previous 
experience, but prefrontal leucotomy seemed to offer the 
hope of reproducing in a more permanent form the previous 
good result. The character of the mental illness had, of 
course, changed towards a paranoia, but this was of recent 








origin. The obsessional anxiety and depression were still 
prominent and were considered to be basic. 

Accordingly she was submitted to operation by Dr, 
L. C. E. Lindon on February 8, 1947. 

The immediate effect of the operation in the relief of 
anxiety was as dramatic as in the previous cases, but was 
shown more clearly in this case as the patient did not show 
the same pronounced frontal lobe syndrome. She could 
talk and smile on the same day as the section was 
performed. She complained somewhat of headache, but 
said that she had nothing worrying her whatever. She 
did not remember having been in hospital until some days 
had passed. 

She had a slight post-operative rise of temperature for 
some days, not accompanied by any significant alteration 
of pulse rate; penicillin was given. Her mood remained 
somewhat hilarious and she was unrestrained in speech 
and required sedation at night. However, she gradually 
became quieter. Convalescence was uneventful. She was 
quiet and happy; occasionally she wet the bed; she was 
without much initiative, being slow in getting dressed or 
having a bath. There was no trace of her former anxiety 
or delusions. 

At the present time she is still at the hospital; she 
dresses daily and sits out on the lawn or in the day room 
with the other patients. There does not seem to be any 
significant personality change. Intellectually she is not so 
alert, of course; socially she probably mixes more freely 
with lay persons than she would in her normal state, but 
old habits have remained, for example, she will always 
take food or drink into her room to dispose of it, even if 
it is handed to her in the day room with the other patients. 
This is in accordance with one of the rules of her order. 
She is calm, unworried by past or future and grateful for 
the relief which she has been given. 


Case IV. 

An appointment for consultation on July 18, 1945, was 
made for a male patient, an unmarried leather worker, 
aged twenty-six years, but the patient refused to come. 
His mother stated that about eighteen months previously 
the patient had become morbidly quiet and reserved, had 
remained home from his work and was irritable and 
suspicious. His personality underwent a complete change 
at that time. About twelve months before the consultation 
she had called in the local practitioner, who ordered a 
holiday. The patient went away, but returned no better 
than previously, though he returned to work for a few 
days. 

One evening he left the family and went to bed, and 
when his mother spoke to him he became very agitated 
and hysterical. The local practitioner recommended con: 
sultation with a specialist, who advised the patient to get 
back to work, but he just went back into his groove. For 
twelve months he had been getting worse in spite of 
treatment by two other doctors and a chiropractor. He 
went to work only when he felt like it. Since his only 
sister had married four to five months before he had had 
no social contacts. He had not worked at all for the past 
three weeks. He was just slipping back. He refused to 
come to see me when the appointment was made as he did 
not want to get better. He said that people were coughing 
to annoy him. If people blew their noses or sneezed of 
coughed or jingled coins, he “looked daggers” at them. 
He got very agitated at times, and did not sleep. 

There was no previous history of physical illness. 

His pre-psychotic personality was very good; he was 
quite brilliant at school. On leaving school, he becamé 
a leather trade worker, and has now been employed for 
the past five years in the one firm, and his employers 
think very highly of him. 

His social attitude and activities in the home were 
normal. He was affectionate, conscientious, neat and 
orderly. He gave his parents no trouble until his illness 
started. He had had no girl friends, but was very fond 
of sporting activities with men, fishing, swimming, 1 
biting et cetera. 

This was his mother’s story. 
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On the following day, July 19, 1945, the patient con- 
sented to come and see me, and his complaints summarized 
were as follows: 

1, Headache hard to describe in character and varying 
at times in different parts of the head—his mind got all 
mixed up—thought stopped on one thing, and he could not 
get it away on to the next thing—a kind of blocking. 


2, Anxiety, irritability, lack of concentration. He could 
not follow the ordinary conversation of his friends and 
fellow workers, for example, at cards. He was not quite 
certain what they meant. “I don’t know whether they are 
referring to me. All the remarks seem pointed to me. 
Everybody seems to be having digs at me the past eighteen 
months or so.” 

38. Confusion also at work. He was not certain 
what he said, was always afraid that he was going to say 
the wrong thing. He heard his thoughts repeated. He 
knew what he wanted to say, but when he said it, it 
seemed to be distorted in some way—not quite right. He 
resented any interference in his work or thinking. He 
would flare up and tell people “‘to go and jump in the lake”. 
Immediately he would be sorry.. He seemed to be in a 
continuous state of tension and could not relax. His 
friends’ voices and the voices of the people he worked with 
were somehow in his mind during the consultation. Every- 
thing he did and said he felt to be wrong, but when he 
reasoned it out it did not seem to be wrong. Coughing, 
jingling coins in their pockets, rubbing their noses—these 
things everybody did to annoy him. He had pain in the 
testicles, penis and lower part of the back and was very 
worried over “wet” dreams. 

He attributed his condition to overdriving at work 
during the war years. There was no peace or contentment 
anywhere. He heard voices at night and did not sleep. 
He was pretty nearly at the end of his tether. 

On examination he was seen to be a reddish-haired, 
strongly built young man in a state of great anxiety, 
with pupils dilated, and slight moisture on the upper lip 
and forehead. Otherwise no physical abnormality was 
detected. 

On July 31, 1945, he was admitted to hospital and 
insulin coma treatment started. 

On February 23, 1946, he was discharged after 60 coma 
doses (of up to 530 units per dose) and 12 convulsions. 
He was relieved of most of his symptoms, but was still in a 
state of morbid anxiety. During the ensuing six months 
the patient was kept going by reporting for electro- 
convulsive therapy whenever he showed signs of regres- 
sing—probably once per fortnight. 

Towards the end of this period he reported in a state 
of great tension, saying that he had a vile smell coming 
from him like stinking crayfish. 

On inquiry it was elicited that he had not been sleeping 
well in spite of sedatives and had his old ideas of reference. 
Earlier that morning he had been walking in the yard 
with his father, who had sniffed the wind and asked him 
if he could smell anything; he replied, “No”. Later another 
member of the family had sniffed; it was then that he 
became conscious of this vile smell coming from him. 

I put it to him that habitually he felt tense and scared 
like a small child lost in a wood at night, waiting and 
listening, all his senses sharpened, every sound and 
movement a threat. He agreed that this was exactly his 
state and that he could not keep thoughts out of his head. 


He was submitted to leucotomy by Dr. L. C. E. Lindon 
at the beginning of September, 1946. 

I did not see him till some days later, but at that time 
he was calm, smiling and unworried and talked freely 
to me and to his mates in the ward. He was discharged 
well on October 24, 1946. 

He went back to work cutting the leathers for shoes, 
and the manager reported to me after a few days that 
he was doing very well, and that there appeared to be no 
difference in his skill. However, he appeared to have 
lost his old conscientiousness and sense of responsibility; 
he stayed away when he felt like it, and after a couple of 
months left this firm, and was employed in a similar 





capacity by another firm. Here also he did not stay long. 
He left and went rabbiting. He had ideas of getting a 
boat and going fishing. 

In this case there has been a complete reversal of 
personality. 

He is quite conscious of the anxiety that he experienced 
in the past, but he has none now and no worry about the 
future. He regards his former state tolerantly. 


He is intent on having a good time now; he drives the 
family car about, goes u...ing and goes to the races on 
Saturdays. He is full of ideas about what he is going to 
do; he has energy, but lacks perseverance because he does 
not seem to realize that he has any responsibility to 
himself or to his family. 

His mother states that he is not nearly so meticulous 
about his clothes and personal appearance as formerly; 
he is not at all aggressive, is easy to get on with and can 
do things if he is constantly prodded, but appears to be 
lazy. He sleeps well and eats well. 


Discussion. 

Strauss has suggested that leucotomy has little effect 
on the schizophrenias. The four patients described were 
schizophrenic, approaching to (in their general picture) 
but not fulfilling the conditions of a true paranoia. Obses- 
sional ideas and acute anxiety were prominent. All had 
been thoroughly treated with electroconvulsive therapy 
and insulin, the most paranoid (Case I) responding least 
of all. This is in accordance with my previous experience. 

The prognosis in each case was hopeless and certification 
an eventual necessity. 

No prospect of cure, in the ordinary sense of the word 
cure, was ever held out as a result of operation. The 
relatives were told, however, that operation would almost 
certainly make the patient calmer and happier, and that 
should certification become necessary. the mental suffering 
would be reduced in large measure. 

It is still too early to give a final verdict, but on present 
indications, it appears as though three of the patients 
will be able to carry on in their former environment free 
of anxiety, whilst the fourth is now in the Enfield Receiving 
House greatly improving. 

There is a mass of speculative literature regarding 
exactly what prefrontal leucotomy does and how it does 
it, with as yet little agreement. It seems to me that all 
the recently developed physical methods of treatment, 
electro-convulsive therapy and insulin, have this in common 
with the methods of the past, for example, “TAB” 
shock, massive doses of thyreoid, malaria and heat therapy 
for general paralysis of the insane, and prolonged narcosis, 
that basically they are all destructive and consist in 
applying various noxe to the brain substance. Now, if 
we accept Hughlings Jackson’s deescription of the evolu- 
tion and dissolution of the central nervous system and 
mind, these noxe will be most lethal for the most recently 
acquired elements, that is, in acute cases, the psychoses; 
and the results will be roughly proportional to the duration 
of symptoms and the violence of the attack upon them. 
Conversely they are not nearly so effective in the case of 
the psychoneuroses, which are chronic illnesses. 

Though it appears probable that prefrontal leucotomy 
does something specific, for example, severs the pathways 
between the frontal centres and the thalamus and hypo- 
thalamus, it is conceivable that, in view of the profound 
disturbance immediately following operation (frontal lobe 
syndrome), it may produce its effect in a much more 
general way by virtue of being a more violent and 
determined attack in a highly specialized region. 

Criticism of prefrontal leucotomy and of other drastic 
treatment on the ground that now and then an apparently 
incurable patient recovers sponténeously is not valid, 
because all of these physical methods of treatment were 
developed because of the hopeless prognosis attaching to 
these chronic delusional psychoses of reference. 

The etiology is not known, but it is legitimate to 
consider the positive symptoms as release phenomena fol- 
lowing on a preliminary ‘‘fali in level” of mental function. 
This fall in level may be entirely somatic or predominantly 
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psychic in origin (unconscious mental conflict), and it is 
conceivable that in certain cases, for example, avitaminosis, 
the changes are reversible, and that in other cases of 
spontaneous recovery, the precipitating mental conflict 


may be resolved. 
a ep 


SEPTIC SORE THROAT AND VENOUS THROMBOSIS. 


By Dovuetas Rey, M.D., (Sydney), 


From the Nellie May Simmons Department of 
Pathology, Royal Alexandra Hospital 
for Children, Sydney. 


SupDDEN, extensive thrombosis of veins, as distinct from 
thrombophlebitis, is not a common occurrence; it is 
infrequent as a cause of serious illness or even of death 
in childhood, especially if embolic accidents secondary to 
thrombosis are excluded. When venous thrombosis does 
occur it is usually fairly localized, and the cause in 
most cases is fairly obvious, since the condition results 
in the majority of instances from the spread of an 
inflammatory focus to the wall or lumen of the vein 
{thrombophlebitis). There is one period of early life, 
usually the first year, during which rapidly developing 
and frequently fatal venous thrombosis does occur, and that 
not uncommonly. In these cases there is a _ selective 
involvement of the dural sinuses, particularly the longi- 
tudinal sinus, to produce a well recognized entity, which 
is referred to as marasmic thrombosis, though in fact 
very few of the patients in whom this condition occurs 
can be said to be marasmic. However, the majority are 
dehydrated, and there is usually a history of vomiting 
or diarrhea, or of both of these, for some days before 
the thrombosis occurs. Thrombosis in these cases results 
directly from the loss of fluid; the reason why the dural 
sinuses are so consistently affected is not so clear, 
though many hypotheses have been formulated to explain 
this. 

The purpose of this paper is to record, and to a limited 
extent to discuss, two examples of venous thrombosis 
eccurring in children, aged six years. In each case the 
illness began with a sore throat and cervical adenitis, 
and early in the disease severe orthochromic anemia and 
pronounced neutrophile leucocytosis were present. One 
of these children died; in the other case the amputation 
of a gangrenous limb became necessary. 


Case Il. 

The first example, thrombosis of the hepatic veins, 
occurred in a girl, aged six and a half years. Apart 
from an attack of pertussis in early infancy, this child 
had always enjoyed excellent health. Fourteen days before 
her admission to hospital she developed a sore throat, 
a frequent cough and cervical lymph node enlargement. 
Eleven days later she suddenly became very pale and her 
abdomen became swollen. On the following day the pallor 
and abdominal swelling were more pronounced, and she 
began to vomit. She was admitted to hospital at this 
stage, pale and obviously very ill. Considerable abdominal 
distension was present, the liver was enlarged and ascites 
was observed. She was not jaundiced, and there was 
no general edema. A blood count, performed on her 
admission to hospital, revealed severe orthochromic 
anemia and pronounced neutrophile leucocytosis. The 
red blood cells numbered 2,800,000 per cubic millimetre 
and the neutrophile leucocytes 33,000 per cubic millimetre. 
She was given an immediate transfusion; but her con- 
dition did not improve, and she died about twenty-four 
hours after her admission to hospital. 

At the autopsy numerous petechie were found in the 
skin of the lower part of the abdomen and the thighs. 
The brain and its covering membranes were normal. The 
pharynx, larynx and trachea were not inflamed. Several 
ounces of clear, straw-coloured transudate were present 
in the pleural sacs, and there were numerous petechial 
hemorrhages beneath the visceral pleura and the visceral 
pericardium. 





The most striking abnormality was found in the 
abdomen. The peritoneal sac contained three pints of 
clear, straw-coloured fluid. The liver was greatly enlarged, 
smooth, firm and tense,-and the inferior border reached 
to the level of the umbilicus. The cut surface was almost 
uniformly dark red, though the portal tracts were sur 
rounded by a narrow yellow rim. The hepatic veins were 
dilated, and all were occluded by a firm, dry, red 
thrombus, which could be dislodged from the veins only 
with difficulty. There was no thrombus in the inferior 
vena cava, and the opening of the hepatic veins into the 
inferior vena cava was not malformed. The stomach 
contained much altered blood, and a few minute hemor. 
rhages were present in the mucosa, which was congested. 
The small and large intestines were distended with gas 
and contained small amounts of altered blood. The trans- 
udates in the pleural and peritoneal sacs proved sterile 
on attempts at culture. All organs were examined histo 
logically, but only in the liver were any significant patho- 
logical changes found. In this organ the entire system 
of hepatic veins was thrombosed, including the large 
branches near their openings into the inferior vena cava. 
The only exceptions to this were occasional small central 
veins which were distended and empty. The thrombus 
was of ante-mortem type and bland. In some of the veins, 
more particularly the larger branches, organization had 
just begun; occasional endothelial cells and fibroblasts 
occupied a narrow peripheral zone of the clot. The walls 
of the veins, large and small, were healthy and showed no 
signs of mural inflammatory or necrotic damage. As a 
result of this thrombotic occlusion of the veins, the liver 
lobules were transformed into a lake of blood. The 
sinusoids were grossly dilated and stuffed with red cells, 
and the liver cells were disintegrated, so that in the 
entire organ little parenchyma remained; dead cells and 
debris replaced it. A narrow mantle of recognizable liver 
cells did remain around the portal tracts, but even these 
had suffered damage and showed various degenerative 
alterations. The hepatic artery, portal vein and bile ducts 
were normal, and there was no cellular infiltration of the 
portal tracts. 

The child had died as the result of complete cessation of 
all liver function. 

Case Il. 

The second example, bilateral gangrene of the legs, 
occurred in a boy, aged six years and four months. His 
illness began with a sore throat; three days later the 
cervical lymph nodes became enlarged, and a localized 
area of tenderness, about one inch in diameter, developed 
over the left external malleolus. On the following day, the 
fourth day of illness, both feet, which on the previous 
day had appeared normal, were’ grossly swollen 
and hemorrhagic, and this black swelling rapidly 
extended almost half-way up the legs, with 4 
slightly greater proximal extension on the right side. 
A few small, superficial hemorrhages developed on the 
arms at this time. A blood count performed on this, 
the fourth, day revealed severe orthochromic anemia 
(2,800,000 red blood cells per cubic millimetre) and 4 
neutrophile leucocyte count of 22,760 per cubic millimetre. 

He was first admitted to this hospital eighteen days 
after the onset of his illness. At this time he was pale 
and thin. His throat was not inflamed, there was 00 
tonsillar enlargement and the cervical lymph nodes were 
not increased in size. Both feet and the distal half of 
the legs were gangrenous, the condition still being moré 
pronounced on the right than on the left side. Figure ! 
shows the appearance of the: feet and legs on his 
admission to hospital. Eight days after his admission 
spontaneous separation of the right foot occurred at the 
ankle joint. It was then decided to amputate the right. 
leg, and this was done upon the following day, the incision 
being made just above the knee joint. Subsequently there 
was some progression of the gangrene in the left leg, 
and by the fifth week of the illness the terminal phalangé 
of the toes of the left foot had separated; but from this 
time onward the lesion did not extend further, but begal 
very slowly to recede. The amputation stump healed 
satisfactorily, and the condition of the left foot and les 
continued to improve. However, on the first occasion 
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which he was allowed to sit up, his left foot became very 
blue in the dependent position, and in a short time dark 
patches, presumably fresh hemorrhages, appeared on the 
dorsal surface of the foot. He was kept recumbent for a 
further two weeks, by which time the hemorrhages had 
disappeared, and he was then allowed to sit up for very 
short but gradually increasing periods. His left foot 
continued to become blue in the dependent position, but 
this tendency gradually lessened, though it had not 
entirely disappeared four months later. He was finally 
discharged from hospital, eight months after. his admis- 
sion, using crutches while awaiting delivery of an artificial 
leg. At the time this report was written, seventeen 
months after his discharge from hospital, he was well 
and active. 

The amputated leg, exclusive of the foot which had 
separated and been discarded, was examined. The gran- 


Ficurp I. 


The appearance of the legs at the time the patient 
(Case II) was -egmeaaag —- eighteen days after 
the onset. 


srenous tissue was dry, and had a musty but not offensive 
odour. Viewed from the anterior aspect, the distal two- 
thirds of the leg were black and gangrenous; posteriorly, 
the gangrenous state extended a few inches proximal to 
this. In the distal third of the limb the muscles and 
tendons were laid bare, or were covered by a black 
granulating surface. The sloughing of the superficial 
tissues became less pronounced proximally, and tended 
gradually to decrease, so that the process shelved away 
until only the superficial layers appeared diseased, and 
these finally merged into normal skin. At the site of 
amputation the bone was normal though thin; the muscles 
were pale and edematous, but there were no hemorrhages 
into their substance. The popliteal vessels stood out 
Prominently on the cut surface; the lumen of the artery 
was empty, while the vein was occluded by a firm, light- 
red tissue which could not be separated from the vessel wall. 





The main vessels of the limb were dissected and dis- 
played throughout their entire length, except for a short 
distance just proximal to the ankle joint on the posterior 
aspect, where tissue destruction was too gross to allow 
of useful investigation. The preparation of serial sections 
of these vessels was not attempted; but numerous blocks 
of tissue were taken, and in quite long segments these 
were cut out in a serial manner, so that a completely 
representative picture of the vessels in various parts of 
the limb was obtained. To make it clear at. what levels 
lesions were detected in the vessels, the manner of 
preparing sections is given in some detail. 


Four blocks were taken in the popliteal space, each 
to include the popliteal artery, vein and nerve. This 
brought the level of section to the junction of the anterior 
tibial, posterior tibial and peroneal arteries. with the 
popliteal artery. From this level three blocks were taken, 
each to include the posterior tibial and peroneal arteries 
and their vene comites. Distal to this, the mediolateral 
distance between the bifurcating vessels became too great 
to allow of the cutting of single inclusive sections, so 
that from this point serial blocks were taken from the 
posterior tibial artery and its vene comites, with an 
occasional block from the peroneal artery and its associated 
veins. On the anterior aspect the anterior tibial artery 
and the accompanying veins, with a short portion of the 
dorsalis pedis artery, were subjected to a similar close 
microscopic scrutiny. Finally, the small saphenous vein 
was dissected from the superficial tissues in the proximal 
portion of the calf, in a part to which the gangrene had 
not extended, and this vessel also was examined micro- 
scopically. 

Histological examination gave the following information. 
At the level of amputation the popliteal artery was entirely 
normal. The lumen was devoid of content, the endothelium 
was present and intact, there was no increase in the 
subendothelial connective tissue, and there was no evidence 
of damage to the elastica or media. The popliteal vein 
was thrombosed. The lumen of this vessel was occluded 
by a thrombus which was partially organized and con- 
tained many endothelial channels, some surrounded by 
a few layers of muscle, lying in a meshwork of fine fibrils. 
In this organized clot were scattered histiocytes and 
lymphocytes, together with a very occasional poly- 
morphonuclear leucocyte. Situated at the periphery, with 
the wall of the vein forming one portion of the circum- 
ference, were one large and several smaller blood channels. 
These had been produced by shrinkage of the clot. Many 
new capillary vessels traversed the muscle coat passing 
from the adventitia to the lumen. The popliteal nerve 
was shrunken, and the connective tissue sheath of the 
nerve and the vessels was cdematous, but presented no 
evidence of past or present inflammatory reaction. Except 
for slight variations, mainly in the degree of recanalization 
of the clot, the other sections of the popliteal vessels 
revealed changes similar to those just described. 


It was not until a point was reached about midway down 
the leg that any changes of a different nature were 
disclosed. At this level the veins were occluded by a 
thrombus which was more completely organized than 
that in the popliteal region, while the clot contained more 
leucocytes than those in veins more proximally placed. 
An interesting feature at this level was the presence of 
giant cells; many of these had a foamy cytoplasm, and 
they often occurred at the periphery of a small, almost 
circular space. In addition to this increased cellularity 
of the clot, tiny foci of round cells were present in the 
wall of the vein, and the tissues surrounding the vein 
were inflamed. This pattern remained unaltered until a 
point was reached at about the junction of the proximal 
two-thirds with the distal third of the limb. At this level 
the appearance of the veins had not altered; but for the 
first time the whole of the arterial lumen was found to be 
occluded by an organizing thrombus. This vessel was 
distended, and over a portion of its circumference it was 
almost laid bare by the sloughing of the surrounding 
tissues. Throughout the remainder of its distal dis- 
tribution, this artery, which was lying practically on the 
surface, was filled with unorganized thrombus. 
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On the anterior aspect, the anterior tibial artery and 
the accompanying veins were normal for the proximal 
third of their course. Below this level the artery remained 
normal until a point was reached just above the ankle 
joint. In this region the artery, now the dorsalis pedis, 
was occluded by an organizing thrombus. However, the 
veins throughout the distal two-thirds of their course 
were thrombosed, the appearances being a replica of those 
found posteriorly, except that one of the vene comites 
had escaped pathological change and appeared in all 
sections as an unoccluded venous channel. 


Discussion. 

In the first case there can be no doubt that the 
essential pathological condition, which resulted in a fatal 
issue, was venous thrombosis. The rapidity with which 
death occurred was due solely to the peculiar site of 
election for thrombosis, since this resulted in rapid 
necrosis of the liver. 

In the second case the pathological sequence is not so 
obvious, and if the evidence obtained by histological 
investigation had been lacking, it might have been reason- 
able to assume that the tissue necrosis was the result of 
arterial obstruction rather than of venous occlusion. Tissue 
necrosis is, of course, due to the loss of the nutritional 
arterial supply; but the loss of arterial blood to the part 
can be brought about just as readily by comprehensive 
closure of the venous return as by direct arterial obstruc- 
tion. The evidence for venous as against arterial obstruc- 
tion in this case seems fairly clear. There was no 
occlusion of the arteries on either the anterior or the 
posterior aspect until they had extended into the distal 
third of the limb, so that those.portions of the arteries 
which were thrombosed were surrounded by gangrenous 
tissue and almost exposed upon the surface; the thrombotic 
occlusion of the arteries at this level, well within the 
area of gangrene, is to be expected. It will have been 
noted, too, that the extent of the gangrene was not less 
than the extent of the arterial block (as is usual), but 
greater, so that the gangrene extended well into an area 
which, in view of the pathological changes in the arteries, 
should have been adequately supplied with blood. On the 
other hand, apart from one small venous channel accom- 
panying the main anterior artery, all the veins of the 
limb, both superficial and deep, from the non-gangrenous 
proximal portion to the gangrenous distal part, were 
thrombosed. Further, the thrombus in these veins was 
old and well organized at all the sites examined; this 
contrasted with the more recent thrombus in the arteries, 
which was either unorganized or showed only early 
organization. 

If the evidence is acceptable that venous as against 
arterial occlusion was the operative factor in this case, 
there still remains one entity to be considered, and that 
is thromboangiitis obliterans. This would seen an unlikely 
diagnosis in view of the age of the patient, the abrupt 
onset of the gangrene and the pathological findings as 
detailed. However, Buerger,®? in his comprehensive 
monograph, lays some stress on the presence of giant cell 


foci within the thrombus and increased vascularity of - 


the vessel walls as being common findings in the entity 
described by him, and he states that in‘ certain cases the 
maximum effects can fall upon the veins. Giant cells, 
however, are not altogether infrequent in organizing 
thrombi, especially if these are undergoing subsequent 
infection and softening, while the increased vascularity 
of the walls of the veins in this case can clearly be 
interpreted as an attempt to facilitate the blood flow in 
concerted action with the fresh channels formed within 
the clot. An additional point against the diagnosis of 
Buerger’s disease is the absence of any perivascular 
inflammatory reaction, except as part of the general inflam- 
mation in the gangrenous tissue. 

It would appear reasonable to look upon this case as 
a further example of extensive venous thrombosis, dif- 
fering from the first case only in the distribution of the 
lesion. This is supported by the fact that in each case 
the disease began with a sore throat, cervical lymph node 
enlargement and pyrexia; severe anemia and pronounced 
neutrophile leucocytosis were present in each instance at 








the time when the thrombotic lesions became clinically 
manifest. In each instance the thrombus occluding the 
veins was bland, and the walls of the veins were not 
inflamed or otherwise damaged, with the exception of 
those veins in the second case which had become infected 
secondarily as a result of the gangrene. 

Unfortunately no bacteriological examinations of the 
throat or blood were made in either case, though even 
had septicemia been discovered, such a discovery would 
not have helped materially to explain the cause of 
thrombus formation. Indeed, the investigation of these 
cases gave no clue to the reason for thrombosis, nor is 
it proposec to discuss this point, since no fresh informa- 
tion has been obtained upon it, and any discussion would 
merely consist in a shuffling of current hypotheses to fit 
the present cases. 

The condition exemplified by the first case, thrombotic 
occlusion of the hepatic veins, is rare, particularly when 
it develops with such rapidity. Cases have been reported 
by Kelsey and Comfort,” and by various other authors, 
sometimes under the name of Chiari’s disease.“ In the 
majority of cases, some of which have been examples of 
occlusion of only part of the hepatic system of veins, 
definite causative factors have been found, often in the 
liver, to explain the hepatic vein thrombosis. According 
to Lightman, in the rare cases in which the condition 
develops without obvious cause, such as the case reported 
here, it is usually attributed to infections or toxins of 
unknown character; this author mentions a case reported 
by Savin in which there were an associated iridocyclitis 
and exudative chorioiditis. 


Summary. 

Two cases are described, in each of which a serious 
pathological sequence followed upon venous thrombosis. 
Common to both these cases at the beginning were the 
following: a febrile illness, sore throat, cervical lymph 
node enlargement, severe and apparently rapid developing 
anemia, and pronounced neutrophile leucocytosis. 
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ACUTE FRIEDLANDER’S BACILLUS PNEUMONIA 
TREATED WITH STREPTOMYCIN. 





By Corin E. VICKERY AND JOHN GRaAy, 
Sydney. 





THis case is reported because the type of pneumonia is 
rare, the death rate is high, and recent publicity has raised 
hopes of an effective antibiotic in streptomycin. 


Clinical Record. 

A.H.B., aged fifty-nine years, was admitted to 
Marrickville District Hospital on May 6, 1947. He 
complained chiefly of malaise, cough and breathlessness, 
of shivering attacks and of pain in the left side of his 


chest. On examination of the patient, dyspnea, cyanosis - 


and distension of the abdomen were noted. On ausculta- 
tion coarse rales were present over both lungs, the breath 
sounds were vesicular and there was no dulness except 
for a eomparatively small area at the base of the left 
lung extending into the left axilla. In this area the 
percussion note was duller, the breath sounds were tubular, 
vocal resonance and fremitus were increased, and both 
fine and coarse rales were present. The whole abdomen 
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was distended, more noticably in the epigastrium, where 
some tenderness was present. The patient’s temperature 
was 101° F., his pulse rate was 114 per minute and 
respirations numbered 28 per minute. Sulphadiazine, the 
administration of which had been commenced before his 
admission to hospital, was continued. Oxygen was 
administered by intranasal catheter almost continuously, 
the patient asking for it on account of the relief obtained; 
moreover, his colour improved and his breathlessness 
was relieved during its administration. 

On May 7 his temperature fell to 99° F., but he was 
still distressed and his urine output was poor. Penicillin 
was given subcutaneously (50,000 units every six hours) ; 
he was encouraged to drink as much fluid as possible, but 
seemed to have difficulty in swallowing more than a few 
mouthfuls at a time. His condition continued to give rise 
to anxiety during the next three days; the abdominal 
distension continued in spite of glycerin enemata and 
the passage of much flatus. The daily urinary output 
was only 10 ounces, so sodium sulphate followed by 
glucose in saline solution was given intravenously; the 
urinary output rose to 18 ounces. The temperature ranged 
from 101° F. to 97:6° F., the pulse rate persisted at 110 
per minute and the respirations numbered 30 per minute. 
The leucocyte count was 31,000 per cubic millimetre and 
80% of the cells were neutrophile cells. 

At this stage the penicillin was given intramuscularly 
(30,000 units every three hours). On May 14 his sputum, 
which had previously been mucopurulent and _ sticky, 
became blood-stained and at times like red currant jelly. 
Material taken just before this yielded an almost pure 
culture of Friedlander’s bacillus. Previous attempts at 
culture had failed to yield any definite pathogenic 
organisms. Pure cultures of Friendlander’s bacillus were 
obtained daily thereafter. 

On May 15 a maculo-papular rash appeared on his body 
and limbs; as the sulphonamide drug had been given 
up to three days previously, it was not possible to be sure 
that the rash was the characteristic rash of the disease 
as described in Cecil’s textbook. 

On May 17 his condition was worse; he had incontinence 
of feces and urine, but the abdominal distension was still 
pronounced. The rash was fading. Streptomycin was 
finally obtained, and he was given 250 milligrammes 
intramuscularly every three hours. In spite of the fact 
that the chest signs had remained the same all through, 
and the area of dulness had not increased, more moist 
rales and rhonchi were now heard over the front and 
sides of his left lung. 

On May 18 the abdominal distension had decreased, 
his pulse was a little stronger, but edema of his feet and 
sacral region showed up for the first time. He passed into 
a state of coma and died at 10.30 a.m. In all he had been 
given 100 grammes of sulphadiazine, 1,700,000 units of 
penicillin and 4-5 grammes of streptomy-in. 


Post-Mortem Findings. 

In both lungs were evidences of old anthracosis and 
Pleural adhesions. Congestive changes were present in the 
right lung. In the left lung, in the upper lobe, edema 
and congestive changes were found, whilst the lower lobe 
was partly collapsed and very congested, and several small 
abscesses were found containing thick, grey, gelatinous 
mucopus. The main bronchus to the lower lobe contained 
the same material. Pure cultures of Friedlander’s bacillus 
Were obtained from the material in the abscesses and in 
the bronchus. Microscopic examination of sections 
revealed bronchopneumonia around the abscesses. No 
macroscopically discernible changes were found in the 
heart and liver. The right kidney was absent, the left 
was edematous and enlarged. 


Comment. 

Acute Friedlander’s bacillus pneumonia, as a clinical 
entity, receives very little mention in standard British 
medical textbooks. The course of the illness in this case 
followed closely the excellent account given in Cecil’s 
Text-book of Medicine”. The chief points of difference 
between Friedlander’s bacillus and pneumococcal 
Pheumonia are the observation in the former of the 





following: (i) the extreme prostration associated with the 
comparatively small area of lung involved; (ii) the 
sputum, which at first is mucoid and sticky, later very 
blood-stained, and at times like red currant jelly; (iii) the 
pronounced and persistent abdominal distension; (iv) the 
failure to respond to sulphonamides and penicillin. In 
this particular case the rash was maculo-papular, and may 
have been a sign of the disease or due to the sulpha- 
diazine. Another remarkable feature of this case is the 
fact that pure cultures of Friedlander’s bacillus were 
obtained from the sputum on five occasions during life, 
and also from post-mortem material recovered from the 
abscesses and the bronchus. Heilman“ reported that 
in vitro streptomycin inhibited the growth of nine different 
strains of organisms of the Friedlander group (Klebsiella), 
and in two tests on mice infected by the intraabdominal 
and intranasal routes streptomycin had a marked 
protective effect, especially if treatment was continued for 
seven days. Learner and Minnich” reported a case of 
Friedlander’s bacillus pneumonia treated with strepto- 
mycin with prompt recovery. In a report prepared by 
Chester Keefer™ of the National Research Council, the 
indications, the contraindications, the dosage and the 
toxic effects of streptomycin therapy are discussed. 
Friedlander’s bacillus pneumonia is classified under group 
II—namely, conditions in which streptomycin has been 
found a helpful agent although its position is not clearly 
defined. There was considerable delay after the patient’s 
admission to hospital before streptomycin was 
administered; circulatory failure had then commenced, 
but there was some apparent improvement which lasted 
for twenty-four hours, and had the drug been given earlier 
the response may have been more successful. In view of 
the death rate, which is as high as 80%, further trial of 
streptomycin seems worthwhile. 
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Reviews. 


PRACTICAL ANASSTHESIA. 





Ir is a pity that J. U. Human has enlarged his little book 
on blind intubation and the signs of anesthesia. The third 
edition, now to hand, retains in somewhat amplified form the 
many excellent features of its precursors.’ Unfortunately, 
much additional matter of highly dubious merit has been 
included, and this exhibits such inordinate bias and faulty 
reasoning as to detract greatly from the value of the work 
as a whole. 

The chief addition is a section on the physiology of anes- 
thesia, which takes up nearly a quarter of the book. While 
much of the information in this section is valid enough, 
there are several items which are quite unacceptable, indeed 
incomprehensible. At an early stage, and on the basis of an 
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erroneous and reiterated assertion that nitrogen is insoluble 
in the blood, the author explains to his own satisfaction the 
anesthetizing properties of nitrous oxide. It appears that 
this gas, being soluble in the blood, “crowds out’ oxygen to 
such an extent that anesthesia results. Nitrogen, however, 
by virtue of its alleged insolubility, does not hinder the 
access of oxygen, so that as little as 5% of the latter in the 
inhaled mixture (representing a tension of only 38 milli- 
metres of mercury) will “keep the blood pink” and, pre- 
sumably, maintain satisfactory tissue oxygenation. The 
absurdity of this contention is apparent when it is 
remembered that a tension gradient of oxygen varying from 
about 150 millimetres of mercury in the outer air to 35 milli- 
metres of mercury in the tissues is required to maintain 
normal metabolism. It is well known that even the depressed 
metabolism during rest and anesthesia will not allow of 
any great departure from these basic requirements. Such 
primitive concepts as the author here promulgates have been 
long discarded. 

These inauspicious preliminaries make it difficult to accept 
without reserve the author’s subsequent remarks. Neverthe- 
less he offers many valuable suggestions, even if these are 
sometimes distorted by unnecessary satire. For learners, 
however, his book is now not sufficiently specific; the 
author’s avowed object of reducing the problems of anzs- 
thesia to simple terms is vitiated by much unsound specu- 
lation, and his didactic eccentricities invite confusion. One 
therefore regrets that this fruition of an obviously wide 
practical experience should not have received better 
expression. 





A YEAR BOOK ON ENDOCRINOLOGY, METABOLISM 
AND NUTRITION. 





“Tup 1946 Year BooK OF ENDOCRINOLOGY, METABOLISM AND 
Nutrition” is a newcomer to the ranks of year books’— 
those of the “Practical Medicine Series”, which are widely 
known and appreciated in this country. In previous years 
the section on endocrinology was published in the same 
volume with information on neurology and psychiatry. The 
subjects of endocrinology and of metabolism and nutrition 
are becoming so much more important with each successive 
years that before long we may see a separate year book 
devoted to each subject. In the present volume 278 pages of 
551 are devoted to endocrinology. The editor of this part 
of the book is Dr. Willard O. Thompson. The part on 
metabolism and nutrition has been produced by Dr. Tom D. 
Spies, whose writings on metabolism and nutrition are 
known to all practitioners interested in that subject. 

The subject of endocrinology is considered in a simple 
classification. The sections deal in turn with diseases of the 
pituitary body, the thyreoid gland, the parathyreoid glands, 
the adrenals, the pancreas, the testes and the ovaries. There 
is a small section devoted to miscellaneous matters. The 
first subject to which the reader is likely to turn in this 
part is the use of thiouracil in thyreoid conditions. A full 
discussion of many aspects of this subject will be found; 
further work has of course been done since the last part 
of the year 1946. There is an abstract of an article by 
J. H. Means on the available methods of treatment in 
Graves’s disease. R. H. Williams has dealt with the results 
of prolonged treatment of thyreotoxicosis with thiouracil; 
Aranow et alii have reported experiences of the thiouracil 
treatment of thyreotoxicosis, and Beierwaltes and Sturgis 
have described remissions in thyreotoxicosis after the dis- 
continuance of thiouracil. Treatment with thiouracil and 
methyl thiouracil has been described by Wilson, of Sheffield. 
Other subjects mentioned are the disadvantages of thio- 


uracil treatment of angina pectoris, the use of thiouracil 
in pregnancy and its effect on the foetus, the clinical toxicity 


of thiouracil in a study of 5745 cases, complications of thio- 
uracil therapy and the use of aminothiazole in thyreo- 
toxicosis. The two-action theory of iodine is mentioned. 
Important reference is made to the use of radioactive iodine. 
In the section on the adrenal important metabolic studies are 
mentioned and a long classification of the causes of male 
sterility is given in the section on the testes. One of the 
most striking articles in this part of the volume is a dis- 
cussion on the general adaptation syndrome and diseases 
of adaptation which were reviewed by Hans Selye. 

In his introduction to the second part of this work, Spies 
emphasizes the lack of knowledge on human nutrition and 
the fact that the nutrition of a patient is as important as 
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| wide range. 








his blood pressure and pulse. The articles quoted cover a 
As Spies states, many of them give practical 
suggestions for diagnosis and treatment; others deal with 
the biochemical background without which the problems of 
nutrition and metabolism cannot be understood. 

The subjects with which this year book deals concern 
every practitioner of medicine; they are subjects to which 
not a great deal of attention is paid. No practitioner will 
regret the buying of this book. It is crammed full of 


interest. 





SURGICAL TREATMENT. 





Srupents and graduates will find the third edition of the 
“Textbook of Operative Surgery”; edited by Professor 
Illingworth, a very useful volume. There are new chapters 
on penicillin, plastic surgery and rehabilitation. Several 
other sections have been rewritten and all chapters contain 
some reference to the most recent trends in surgery. 

It is an easy book to read, not only in regard to type and 
paper, but especially because of its lucid style, which is 
devoid of unnecessary words and deals with essentials of 
practice rather than with the obscuring mists of theory. 
All chapters are of such high standard that it is difficult 
to suggest any preference, but we would praise especially 
those on pre-operative ‘and post-operative care and the 
treatment of burns. 

Amidst such excellence it might seem out of place to 
mention trifies with which there is not complete agreement. 
Heparin and dicoumarol are used only after post-operative 
thrombosis has occurred. Enemata still form part of routine 
treatment after operations. The incision suggested for the 
removal of a branchial sinus is antiquated and ugly. The 
operative treatment described for stricture of the gullet 
makes no mention of the most recent ideas concerning opera- 
tions on the cesophagus. Vagal section is not mentioned in 
the section dealing with peptic ulcer. We do not find it an 
easy matter to determine which patients with cholecystitis 
have gall-stones and which have not, yet apparently this 
determines the method of treatment (page 554). The logic 
and necessity of draining the peritoneal cavity in the 
presence of pus are taken for granted. Sulphapyridine is 
not the only sulphonamide which may cause ureteric block 
from crystals. 

As one would imagine, the neurosurgeons treat sciatica 
and hydronephrosis by quite different methods from the 
orthopedic surgeon and urologist respectively. 

Despite these criticisms, which after all are often a matter 
of personal idloaynerasy and prejudice, the book is highly 


recommend 





PENICILLIN IN GENERAL PRACTICE. 





TuaT a second edition of Hamilton-Paterson’s little book! 
should appear six months after its first publication demon- 
strates not only its popularity, but: the author’s awareness 
that only by the incorporation of the latest concepts 0 
penicillin does the book attain the standard for which it was 
designed—to be of assistance to the practising doctor. 
Paterson himself writes in a preface to the first edition: 
“There is no doubt that in a year’s time much of the treat- 
ment recommended here will have been suspended as 4 
result of multitudinous researches, which will go on now 
the supply of the drug is more equal to the demand.” 

The second edition appears again in its concise - 
readable form, and although it is revised and enlarged, 
price is unchanged. There is an amended list of eh 
and insensitive organisms, and of those sensitive to high 
concentrations of penicillin, such as Hemophilus influengé, 
Brucella melitensis, the coliform group and Bacillus proteus. 

Chapter V, on the preparations of penicillin, has beet 
expanded to include useful recipes for lotions and sprays, eyé 
and nasal drops, creams and ointments, powders and snuffs, 
and even penicillin chewing gum. 

The book reappears in its handy pocket size, but this 
edition includes references of contributions to the literature 
on penicillin, and added illustrations and plates. This 
pocket-sized masterpiece on the subject of penicillin cal 
be confidently recommended. 





1 “Textbook of y Sureical Treatment Including | Operative 
Surgery’’, edit orth, C.B 

F.R.C.S.E. ; Third. Edition: 1947, Edinburgh: a “and. s 
Livingstone, Limited. 94” x 6”, pp. 656, with many illustra 


ti 

T penicillin in “Geoseal Practice”, b Hamilton- 
Paterson M.D.; Second Edition; 1947, New. York, ‘Toronto: 
Staples Press, Limited; London: John Bale Medical Publications, 
Limited. 63” x 4”, pp. 110, with illustrations. Price: 5s. 
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CLINICAL PATHOLOGY. 





CLINICAL PATHOLOGY is more important to the medical 
profession today than it has ever been. The story of the 
development of the specialty—by common consent today 
it is a specialty—may be regarded almost as a mirror of 
the development of clinical medicine. Its claim to 
recognition is not in the scientific sphere alone; in the 
world of medical politics it is frequently mentioned 
because of the demand for the establishment of what are 
known as diagnostic centres. But even in the medico- 
political sphere it is the scientific contribution of clinical 
pathology which is important. The development of clinical 
pathology was traced in this journal last December by 
Dr. Lucy Bryce. Her paper was presented at the 
inaugural meeting of the Section of Clinical Pathology of 
the Victorian Branch of the British Medical Association. 
Dr. Bryce stated that the inauguration of the section had 
more than local significance and she proceeded to show 
that this was true. In the same way it may be said that 
Dr. Bryce’s article had a far-reaching significance—it was 
worthy of consideration not only by members of the new 
section, but also by the general body of practitioners. Dr. 
Bryce discussed her subject along lines suggested by Dr. 
Robb Smith, Nuffield Reader in Pathology in the University 
of Oxford, in an article that appeared in The Lancet of 
April 6, 1946. We propose to reopen this subject, first of 
ail by redirecting attention to Dr. Bryce’s contribution 
and also by reference to an address by Frank W. 
Konzelmann, president of the American Society of Clinical 
Pathologists. 

Australian practitioners who graduated in the early 
years of this century have seen the development of clinical 
pathology. They will remember the days when a senior 
honorary physician was also honorary director of his 
hospital’s department of pathology, the days when the 
laboratory worker came to the aid of the clinician with 
Widal tests and blood counts, before “the worship of the 
test tube”, as it has been aptly called, was named as a 
reproach to the physician. Konzelmann describes the 
“morphologic pathologist”, who had a status which no one 























challenged and wisdom and accuracy which were not 
questioned. His diagnosis was admitted as the “last 
word”. Konzelmann points out that for a pathologist to 
suggest that he might offer the “first word’ was an 
entirely different matter. “Other physicians doffed their 
hats to the pathologist only in the deadhouse.” At present 
it is possible in certain circumstances to discover a 
cleavage between what we may call pathologists pukka 
and pathologists clinical. This division which appears 
when diplomas in pathology are discussed need not concern 
us at the moment. The important fact to remember is 
that the whole science of pathology has advanced with 
additions to knowledge in the fields of physiology, bio- 
chemistry and bacteriology, and that the growth of clinical 
pathology has been the inevitable result of a desire to 
meet the needs of the clinician. This is why in the past 
some practitioners tried to fit themselves to carry out for 
themselves all the laboratory examinations that were 
needed in the course of everyday practice. Today the 
ground to be covered is so extensive and accuracy in many 
investigations is so dependent on wide experience that no 
sensible practitioner makes the attempt. The result is 
that the clinical pathologist in association with the 
clinician does often offer the “first word” in the diagnosis. 
Both Bryce and Konzelmann trace the development of 
clinical pathology in stages. The five stages named by the 
former are easy to follow and show how clinical pathology 
has become the Cinderella of medicine. It was during 
Bryce’s second stage, from 1920 to 1930, that the American 
Society of Clinical Pathologists was formed. It was not 
till after 1930 that an Association of Clinical Pathologists 
was formed in England. Konzelmann lays stress on the 
influence of the second world war, and asserts that it 
established the laboratory and its entire staff as indispens- 
able to any sort of medical practice. He also claims—and 
his claim seems reasonable—that during the second world 
war when it was admitted that a well-staffed laboratory 
was essential “even to a military hospital”, greater 
accuracy and efficiency resulted in a laboratory directed by 
one who had special training in clinical pathology. This 
raises. an important point. It has to do with the direction 
of a laboratory. Clearly the person in charge should be 
medically trained. Konzelmann states that the direction 
of a laboratory could fall into the hands of a graduate in 
chemistry or even a well-trained technician. Persons such 
as these are not qualified to express opinions on reports. 
Konzelmann is downright+—he thinks that most clinicians 
draw conclusions from such reports about as successfully 
as they read X-ray plates. This may be true, but we have 
always held that the clinician should whenever possible 
see the report (or the X-ray film) with the specialist 
concerned and discuss it with him. When this is done, 
the clinician does gain an insight that is not gained by a 
casual, or occasional, consultant clinician. Bryce puts the 
matter a little differently. She states that any medical 
graduate undertaking the control of and responsibility for 
reporting on work done by his technical assistants, must 
be qualified to do so by virtue of personal knowledge and 
experience of the procedures involved. 

At this stage we may ask about the future. Bryce regards 
the present as the fourth stage in the development of 
clinical pathology; the fifth stage is in the future. She 
sees at present a trend to consider that all diagnostic 
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laboratory procedures should be relegated to large central 
laboratories not necessarily associated with a hospital. 
She thinks that this is “valid” in regard to investigations 
carried out for the protection of the community. For the 
individual patient she insists that there is a need for 
clinical pathologists who are endowed by training and 
experience with the versatility that is obtainable only 
through close contact with both clinical and laboratory 
aspects of medicine, and who are fitted to deal with patients 
themselves and not with a varied assortment of specimens 
sent from far and near. In this regard it would be 
interesting to discover (though how this may be done is 
not clear) how many practitioners, when they seek help 
from a clinical pathologist, give him any indication of the 
patient’s condition or any outline of his past history. 
Holding that collaboration of this kind is desirable between 
clinical pathologist and the medical attendant, we agree 
entirely with Bryce that all attempts to divorce the 
specialty of pathology from other forms of medical practice 
should be resisted. The aim should be “at the provision of 
individual personal consultant diagnostic service and 
responsibility to patients”. 

Reference to this subject would not be complete without 
some reference to the training of clinical pathologists. 
If undergraduate training has been carried out correctly, 
the student will have gained some insight into the role 
of clinical pathology in the practice of medicine and of 
the part to be taken by the clinical pathologist. He will 
have carried out certain investigations for himself, and 
he will have discovered both the need for accuracy and 
the difficulties associated with its attainment. If every 
student does this, those who choose clinical pathology as 
a future vocation will at least start off on the right foot. 
(Incidentally those who do not, will later on in practice 
know how to behave towards clinical pathologists and 
how to regard their findings.) But clinical pathology, like 
any other scientific branch of medicine, is an extensive 
subject and cannot be mastered in a short period, even of 
twelve months, as some would have us believe. 





Current Comment. 





HYPERTENSION: SOME RECENT REPORTS. 





Mucu work has been done and a good deal written in 
the last fifteen years on the causation and treatment, 
especially the surgical treatment, of hypertension. The 
progress has been followed in these columns and, in 
particular, reference was made, in the. issue of April 4, 
1942, to methods of surgical treatment, and in the issue 
of June 8, 1946, to the experimental work bearing on its 
causation, pioneered by Goldblatt. It is frequently difficult 
to assess the value of reports of experimental work, 
especially as regards their clinical significance, if any, 
and the reports of surgical treatment have tended to be 
conflicting. A recent symposium by eminent members of 
the profession in Great Britain‘ will be found helpful by 
those who feel that they are out of touch with current 
views; the individual papers are simplified and essentially 
conservative and will provide little that is new for those 
who have been following the subject in other journals. 
The paper by Geoffrey Bourne on the criteria of diagnosis 
and general assessment of the condition and Professor 
K. D. Wilkinson’s discussion on prognosis are unsuitable 





1The Practitioner, June, 1947. 











for summary, but they are full of clinical wisdom and 
well worth reading. Terence East discusses the medical 
treatment and makes it clear just how much can be 
done by an understanding medical attendant who will 
take the time and trouble to help a patient in a detailed 
adjustment to the disability, so that the patient’s life 
is nearly as satisfying and normal as possible. He shows. 
little enthusiasm for any drugs other than sedatives; 
vasodilators he has found disappointing; potassium 
thiocyanate, while it does produce a temporary reduction 
in arterial pressure, must be controlled by regular 
estimations of its concentration in the blood if it is 
to be used with reasonable safety, and he _ thinks 
that its use is “hardly a practical measure”. Clifford 
Wilson, Professor of Medicine in the University of London, 
has given a concise account of the least controversial 
results of experimental work on the causation of hyper- 
tension. The evidence is not as yet conclusive and any 
attempt at summarizing the position must be considered 
in that light; however, Wilson considers that the available 
evidence so far indicates that renal ischemia is the 
probable cause of the high blood pressure and leads to a 
generalized increase in peripheral resistance through a 
humoral mechanism (of which mention will be made later). 
In primary renal disease, organic changes cause the 
ischemia; in essential hypertension the ischemia is at 
first functional, the primary stimulus being probably 
extrarenal. In both forms the hypertension may lead to 
renal vascular changes which aggravate the ischemia, so 
that the blood pressure progressively rises and becomes 
fixed at a high level. Whatever may be the intimate 
nature of the pressor mechanism, Professor Wilson 
considers that its activation in the individual is largely 
determined by genetic and environmental factors. He 
states of the “humoral mechanism” that, despite the 
inconclusive nature of the evidence, the most acceptable 
hypothesis is that concerned with renin, that: is, that renin, 
an enzymatic substance probably produced in the kidney, 
acts on a fraction of the plasma globulin (probably 
produced in the liver and known variously as _ hyper- 
tensinogen or pre-angiotonin) to produce the active pressor 
agent, hypertensin or angiotonin. There are difficulties 
about the application of this hypothesis to chronic hyper- 
tension, but at present it seems to be the best interpretation 
of the facts, particularly those associated with acute 
hypertension. 

The surgical treatment of hypertension has received a 
great deal of attention in the United States, so that it is 
interesting to read a British view. In the symposium 
in The Practitioner it is discussed by J. R. Learmonth, 
Professor of Surgery in the University of Edinburgh. 
Unfortunately the paper is brief and largely impersonal, 
so that it is not clear just how far Professor Learmonth’s 
statements are based on personal experience. He describes 
as the standard operation the removal of the lower five 
thoracic and the upper two lumbar sympathetic ganglia 
with the consequent severance of the lesser and _ least 
splanchnic nerves and also the excision of most of the 
greater splanchnic nerves. This procedure satisfies three 
hypotheses (the etiological validity of none of which is yet 
finally proven): that interruption of the vasoconstrictor 
nerves to the splanchnic area, by producing vasodilatation 
in a large area, will result in a fall of blood pressure; 
that interruption of the nerves to the adrenal glands will 
reduce the output of adrenaline; that interruption of the 
nerves to the renal vessels will diminish renal ischemia. 
Certain criteria of selection will exclude unsuitable subjects 
but are not a guarantee of success. Operation is contra 
indicated in subjects over the age of fifty (this is not 
rigid), in the presence of a fixed blood pressure (especially 
a high and fixed diastolic pressure), congestive heart 
failure, a history of anginal attacks, papilledema and 
severely impaired renal function. Learmonth does not 
operate on young people with intermittent hypertension. 
The operation is performed in two parts (one side at 4 
time) with an interval of ten days followed by rest in bed 
for ten days. Measures (such as the use of an abdominal 
binder) must be instituted to counteract postural hypo 
tension after operation. Learmonth considers that, if 
patients are properly selected, the results justify the 
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procedure. Permanent, though not always immediate, 
substantial falls in blood pressure occur in, at most, 25% 
of subjects. In others a transient fall is followed by a 
return to the pre-operative level, or even higher, whilst 
some patients show no reduction. The important fact 
seems to be that 70% to 80% of subjects are given 
symptomatic relief, even in the absence of any fall in 
blood pressure; in both symptoms and signs great improve- 
ment may be noted. “The net results of operation can 
often be measured in domestic and economic terms rather 
than in scientific terms.” ; 

These favourable opinions find support in the most recent 
reports from the United States, reports based on extensive 
experience. James L. Poppen and Charles Lemmon 
of the Lahey Clinic in Boston have reported their results 
in 100 consecutive cases,’ out of a series of over 300 
cases. They favour a more extensive operation than that 
described by Learmonth. At the beginning of their series 
the area resected extended from the ninth thoracic to 
the second lumbar ganglion. This was gradually extended 
to ensure the removal of the sympathetic chain from the 
fifth thoracic to the second lumbar ganglion with the 
greater, lesser and least splanchnic nerves. This has 
since been extended even higher. Their object is to obtain 
a greater and more permanent fall in blood pressure, the 
capacity of the sympathetic nervous system for regenera- 
tion being taken into account. The contraindications were 
similar to those of Learmonth, except that advanced 
changes in the ocular fundi in young people were 
considered an indication for urgent operation. The results 
are very encouraging. Even when no fall occurred in 
blood pressure symptomatic improvement occurred in a 
good percentage of cases; in 22% of cases the results 
were considered unsatisfactory. A high standard was 
set as to what was considered satisfactory so that the 
results may be regarded as significant. The principal 


criticism of the procedure is the prolonged period of 
incapacity involved; four weeks are spent in hospital and 


convalescence is slow. Another writer has stated that to 
undergo this surgical procedure is equivalent (in degree 
and length of incapacity) to suffering from an acute 
coronary occlusion. However, in view of the low operative 
mortality (0-5%) and the disabling and fatal effects of the 
condition, Poppen and Lemmon consider the procedure 
well worth while in a selected group of patients. They do 
not advocate its use for patients with early hypertension 
or for those with slowly progressive hypertension. 

Another prominent worker in this field is Max Minor 
Peet, Professor of Surgery in the University of Michigan 
Medical School. His most recent report? covers his 
conclusions after operative treatment of 1500 patients. 
Accepting the renal humoral theory associated with renal 
ischemia of neurogenic origin, he has adhered to a more 
limited type of operation involving removal (bilaterally) 
of the thoracic sympathetic chain from the eighth (some- 
times the seventh) to the twelfth thoracic ganglion with 
the lesser and least splanchnic nerves and a long segment 
of each of the greater splanchnic nerves. The bilateral 
procedure is carried out at one operation. Peet’s criteria 
of suitability for operation are as follows: a patient below 
fifty-four years af age; a more or less continuously 
elevated blood pressure, with a systolic pressure above 
170 millimetres of mercury and a diastolic pressure above 
105 millimetres; a blood non-protein nitrogen content 
below 45 milligrammes and preferably below 40 milli- 
grammes per 100 millilitres; a well compensated 
heart; and a relatively normal cerebral function. His 
tendency, apparently, is to give the patient the benefit of 
operation when a decision is doubtful. The results, many 
based on a long period of observation after operation, are 
impressive, Striking symptomatic relief has been obtained 
in 86% of patients still living; this was not necessarily 
dependent on lowered blood pressure or improved cardiac 
or renal function. The blood pressure, both systolic and 
diastolic, was significantly reduced five to twelve years 
after splanchnicectomy in 81:3% of patients still living; 
6% had developed an increased blood pressure during 


1947” Journal of the American Medical Association, May 3, 
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the observation period; in 12-7% there was no change. 
Peet feels that there was an appreciable improvement in 
expectancy of life among his patients and this with the 
alleviation of disability amply justifies operation. One of 
his comments seems sound: 

The ability to resume a gainful occupation is of vital 

importance to a large number of incapacitated hypertensive 
patients. The frequently given advice to “slow down” and 
“lessen or stop working” is economically impossible for a 
vast number of patients. Often this advice is coupled with 
the phrase “stop worrying”. Just how a man who needs to 
support his family and is told that he must stop work can 
help from worrying is not explained. The ability of the 
hypertensive patient to resume work after splanchnicectomy 
is one of the most gratifying results. 
Another pleasing practical result of operation was the 
ability of a number of women to carry through a normal 
pregnancy, despite a state of severe hypertension prior 
to operation. 

Finally, it is salutary to have the physician’s view, not 
only because he is better able to compare the results of 
surgical treatment with those of medical treatment and 
to assess the possibility of associated spontaneous re- 
missions (which do occur), but also because of his greater 
competence to evaluate the full effects on cardio-vascular 
function. A careful medical evaluation of results, observed 
up to five years and more after operation, has been made 
by Robert Sterling Palmer’ who has worked with R. H. 
Smithwick, another of the prominent surgeons in this 
field. In summing up, Palmer states that “a major effect 
of dorsolumbar sympathectomy in essential hypertension 
results from the relative postural hypotension, pooling 
of the blood in dependent parts and presumed decrease 
in venous return”. The outcome is a combination of 
favourable effect—reduced blood pressure and relief of 
symptoms—and unfavourable effect—disability due to 
immediately resultant and also compensatory vasomotor 
effects. The latter are largely reduced and progressively 
minimized by elastic bandages on the legs, by an elastic 
abdominal binder, and by time; though sometimes 
exacerbation of preexisting Raynaud’s phenomenon may 
require surgical intervention. The number of favourable 
results diminishes the longer the patients are followed, a 
figure of nearly 70% early in the series declining to 25% 
when patients were followed three to five years or more. 
But a favourable effect was obtained twice as frequently 
in the series by surgical means as by a careful medical 
regimen and was obtained in patients with malignant 
hypertensicn whose blood pressures were unaffected by 
medical management. Palmer regards sympathectomy as 
the treatment of choice, at the present time, for malignant 
hypertension and considers that it may be offered to 
patients with early or moderate vasospastic hypertension 
who have no clinical evidence of advanced, irreversible 
diffuse arteriolar disease. Factors of age, sex and varia- 
tions in blood pressure require to be considered in each 
individual case. To grade the degree of hypertension and 
to estimate the prognosis, interval observations over a 
period of time are necessary in almost all cases. 

Palmer’s final statement, is a valuable one: 

Prescription of operation for the patient with hypertension 

involves evaluation of the hypertension and attendant 
organic changes, the social and economic status and the 
personality of the patient and the objective of treatment 
(symptomatic relief, reduction of the blood pressure or 
halting the progress of the disease). Final judgment may 
depend on balancing the present status and estimated future 
of the patient witi induced discomfort and disability. 
In effect, it is essential to guard the patient against 
meddlesome surgery; operation on unsuitable subjects may 
leave the patient “plagued by a long disability to no 
purpose’’. 

One last comment may be made which is not confined in 
its application to sympathectomy. It is difficult to be 
reconciled to any procedure which involves deliberate 
surgical destruction of part of the nervous system. It is 
against the whole trend of modern therapeutics. When its 
value is clear and we have no better, then it must be 
accepted. Nevertheless, it is to be hoped that all such 
operations are only to be therapeutic stopgaps. 





1The Journal of the American Medical Association, May 3, 
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Abstracts from Medical 
Literature. 


GYNASCOLOGY. 


Carcinoma of the Uterine Cervix. — 


FRaNz BusCHKE AND SIMEON’ T. 
CANTRIL (The Western Journal of 
Surgery, Obstetrics and Gynecology, 
March, 1947) outline the history of 
treatment of carcinoma of the cervix 
since the introduction of the Wertheim 
operation fifty years ago, and give 
results of their treatment by irradiation 
over a ten-year period (1935-1945). 
They state that only a small minority 
of women afflicted with this disease 
receive the benefit of the optimal treat- 
ment because of inadequate organiza- 
tion, inadequate education of the 
medical student and inadequate pro- 
vision for training in treatment of the 
disease. The Wertheim operation in 
the hands of a small number of out- 
standing gynecologists has given up to 
80% of cures for cancer of the cervix 
in early stages and under the best 
conditions. With the development of 
irradiation therapy by radium and 
X rays there has come _ world-wide 
agreement that this is the method of 
choice for the treatment of carcinoma 
of the cervix. The uniform results 
published by leading cancer treatment 
centres of the world show that the 
particular type of technique is less 
important than the thorough applica- 
tion of certain general principles with 
careful adjustment for the individual 
patient. The authors use the technique 
of Regaud and co-workers at the 
Institut Curie, and for the evaluation 
of results they follow the classification 
of the League of Nations according to 
four clinical stages. There are obvious 
fallacies in any clinical classification 
of cervical cancers, and, apart from 
general gynecological examination and 
cystoscopy, the authors perform routine 
excretion pyelography on all patients 
with lesions developed beyond stage I. 
The microscopic grading of carcinoma 
of the cervix is considered to be of 
limited importance in treatment and 
prognosis. Adenocarcinomata of the 
cervix and adenocanthomata do not 
respond as favorably to irradiation 
therapy as the usual squamous 
carcinomata. A total radium dosage 
of 8000 milligramme-hours is given, 
equally divided into 4000 milligramme- 
hours through a cervical tandem and 
4000 milligramme-hours through para- 
cervical applicators. During recent 
years the authors have given the intra- 
uterine radium and vaginal radium in 
separate doses at intervals of three 
to eight days, thus avoiding too rapid 
and too concentrated radium treatment. 
Treatment resulted in a “five year cure” 
in 83% of stage I cases, in 56% of 
stage II cases, and in 38% of stage III 
cases. j 


Incontinence of Urine in 
the Female. 


Rosert T. FRANK (American Journal 
of Obstetrics and Gynecology, April, 
1947) considers that the numerous 
operations for the cure of incontinence 
of urine in the female afford proof that 
none of these interventions is com- 
pletely effective. He describes an 
operation which has had satisfactory 
results even in difficult cases in which 


one to three previous unsuccessful | internal 





operations had been done. The essential 
principles of any operation for this 
condition are careful exposure of the 
bladder and urethro-vesical junction, 
and the demonstration and utilization 
of the three important supports of the 
bladder and urethra, namely, the 
fascia propria of the bladder, the pubo- 
cervical layers of the endopelvic 
fascia and the remains of the triangular 
ligament. A median vertical incision 
is made through the mucosa of the 
anterior vaginal wall, the vaginal wall 
is dissected laterally, and the endo- 
vesical fascia with the fascia propria 
of the vagina is stripped off as a 
separate layer by blunt dissection. 
Below, these layers terminate in the 
bladder pillars and, above, they thin out 
and disappear at the ievel of the 
urethro-vesical junction. The bladder 
is freed and mobilized from the cervix 
and the lower portion of the urethra 
is exposed and freed posteriorly and 
laterally. The fascia propria of -the 
bladder is inseparable from the bladder 
wall, but is usually found to be 
defective in the region of the bladder 
neck. The fascia propria is sutured 
in the mid-line at the urethro-vesical 
junction in the form of a supporting 
collar. The dissected pubo-cervical 
fascia is also approximated in the mid- 
line from below upwards; the lowest 
two sutures include the bladder pillars 
and also pass through the anterior 
surface of the cervix to elevate the 
bladder permanently. The tissues lateral 
to the urethra, beneath the pubic bones, 
represent the remains of the triangular 
ligament, and are united in the mid- 
line by two chromicized sutures. The 
operation is finished by resection of 
the required amount of vaginal 
mucosa and suturing of the vagina in 
the mid-line. An indwelling catheter 
is left in position for five days and 
the bowels are kept confined for the 
same period. The results of this opera- 
tion on nineteen patients were as fol- 
lows: fourteen cured, four greatly 
improved and almost normal, and one 
unimproved. The author is of the 
opinion that final results depend not 
upon suture material, overlapping of 
tissues, or the type of denudation, but 
upon the exposure and utilization of 
the three fascial supports mentioned. 


Stress Incontinence in the Female. 


RautPpH A. REIS AND Epwin J. DeCosta 
(American Journal of Obstetrics and 
Gynecology, May, 1947) discuss the 
causes of incontinence of urine in the 
female, describe the anatomy of the 
female bladder, urethra and associated 
structures, and evaluate the operations 
devised to correct stress incontinence. 
The technique of their operation of 
paraurethral fixation for stress incon- 
tinence is detailed and results are given 
of operations on 33 patients. They state 
that the urethra penetrates. three 
muscular layers of the pelvic floor—the 
pelvic diaphragm, the urogenital 
diaphragm and the superficial 
diaphragm. Fibres from each of these 
muscular layers become _ intimately 
associated with the urethra. The endo- 
pelvic fascial structures which support 
the uterus are of importance because 
the innermost fibres of the cardinal 
ligaments pass around the cervix into 
the pubo-cervical fascia and become 
related to the urethra. <A _ sudden 
moderate rise in intravesical pressure 
will not open the normal internal 
sphincter, and the external sphincter 
may not be in action unless the 
sphincter mechanism is 


{ 





weakened or the rise in pressure is 
considerable. With internal sphincter 
damage the external sphincter is 
usually sufficient to preserve con- 
tinence. The third barrier, the super- 
ficial pelvic diaphragm, is brought into 
play reflexly at the same time as the 
external sphincter. It is probable that 
incontinence is not the result of any 
one cause and that damage at child- 
birth is associated with stretching and 
tearing of all the structures related 
to the bladder and urethra. All the 
various operations devised to correct 
stress incontinence have in common 
the tightening of the fascial planes 
which surroynd the urethra together 
with a reduction in size of the lumen 
of the urethra. The authors describe 
their technique of paraurethral fixa- 
tion, originally described by Berkow. 
The urethra is freed from neighbouring 
tissues and is displaced upwards 
towards the clitoris; it is anchored 
there by three interrupted sutures; 
the pubo-coccygeus muscle on each 
side is sutured in the mid-line to sup- 
port the urethra; the bulbo cavernosus 
muscles are then brought together in 
the mid-line; and finally the cut edges 
of the mucosa are united to the cuff 
of mucosa around the urethral orifice. 
An indwelling catheter is used for five 
to seven days; the patient is allowed 
out of bed in forty-eight hours and 
leaves hospital after ten days. This 
operation was completely successful in 
all but two of 33 patients treated, and 
the two failures occurred in patients 
whose stress incontinence was _ not 
obstetrical in origin. After this opera- 
tion it is essential to warn patients 
that complete continence may not be 
obtained for several weeks. 


OBSTETRICS. 


Anesthesia in Obstetrics. 


J. P. GREENHILL (American Journal 
of Obstetrics and Gynecology, July, 
1947) reviews the anesthetics and 
analgesics used during the second stage 
of labour and operative deliveries. Five 
types of anesthesia are used—inhala- 
tion, intravenous, caudal, spinal and 
local infiltration. Of the group of 
inhalation anesthetics ethyl ether is 
most widely used in the United States 
of America. It has a low cost, low 
mortality rate, easy administration, and 
wide margin of safety. The dis- 
advantages of ether are slow induction 
and excitement, irritation to the 
respiratory tract, production of uterine 
inertia, and increased tendency to 
nausea and vomiting following its use. 
Divinyl ether has a rapid induction 
rate, but increased tendency to liver 
damage. Long anesthesia is contra- 
indicated with this drug. Chloroform 
has a limited use in the United States 
of America, because of its toxic effects 
on the liver and heart and _ its 
weakening effect on uterine contrac- 
tions. Nitrous oxide is extensively used, 
but adequate oxygenation must 
preserved. 
analgesic at the end of the first stage 
or in the second stage. . Cyclopropan? 
produces good muscular relaxation, acts 
rapidly, is pleasant to inhale and may 
be used for analgesia and anesthesia. 
The disadvantages are the risk of 
explosion, a conjectural effect on the 
heart and the necessity for a com- 
plicated apparatus and an anesthetist. 
Nitrous oxide and ethylene have little 
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effect on uterine contractions, but the 
other inhalation anzsthetics tend to 
diminish contractions. Aspiration of 
vomitus during and after general 
anesthesia in labour is a dangerous 
hazard with a 33°3% mortality, and 
gastric dilatation is more common. 
Every delivery room should have an 
efficient suction apparatus available. 
Intravenous anesthesia in the form 
of “Pentothal Sodium” has a limited 
use for low forceps deliveries and 
Cesarean sections; in the latter the 
drug is not injected until the uterus 
is about to be _ incised. Manual 
removal of the placenta and steriliza- 
tion operations can also be carried 
out under ‘“Pentothal’ anesthesia. 
Caudal analgesia is decidedly a hos- 
pital procedure and requires a specially 
trained staff. Deaths attributable to 
the procedure have occurred in the 
hands of experts. Greenhill states that 
spinal anesthesia or analgesia is one 
of the most dangerous of all anes- 
thetic procedures, with a mortality 
five times as high as that of the 
inhalation anesthetics. In one series 
of 2088 Czesarean sections performed 
under spinal anesthesia the death rate 
(1 in 139) was twenty-six times as 
high as that occurring among non- 
pregnant, patients. As safer methods 
exist there is seldom need to subject 
obstetric patients to the extra hazards 
of spinal anesthesia. The advantages 
of local infiltration anesthesia are such 
that it is by far the safest. There is 
practically no mortality; pulmonary 
complications do not occur; there are 
no local or general complications; the 
technique is simple; no special know- 
ledge or after-care is required. Blood 
loss is negligible, uterine action is 
unimpaired, post-operative symptoms 
are rare and trauma to tissue is 
minimal. Asphyxia of the child does 
not occur. In the author’s mind there 
is no doubt that a more widespread use 
of this form of anesthesia will reduce 
both the maternal and fcetal mortality 
and morbidity. . : 


ABO and Rh Tests of Mothers and 
Infants, 

K. E. Boorman, D. DaLey and B. 
Dopp (The Journal of Obstetrics and 
Gynecology of the British Empire, 
June, 1947) report the results of the 
serological and clinical investigation 
of 2000 consecutive women booking 
for delivery at Saint Helier 
County Hospital. The frequency of 
hemolytic disease of the fetus was 
06% (or 12 in 2000) and the distribu- 
tion of the disease among the various 
ABO groups of the mother was not 
Significant. In only one case was the 
mother’s blood Rh-positive, and it con- 
tained rhesus type anti-C agglutinin. 
In the series were four women, whose 
serum contained atypical agglutinins, but 
whose infants were apparently normal. 
Physiological jaundice occurred in 106 
cases, in four of which the mother’s 
Serum contained an atypical antibody 
Mcompatible with the infant’s erythro- 
cytes. In 25 of this group the maternal 
serum contained anti-A or anti-B 
agglutinins incompatible with the 
nfant’s erythrocytes. Seventy-seven 
cases of physiological jaundice occurred 
with no serological incompatibility 
between mother and child. There were 
Ourteen mi es in the series and 
oe Serological cause could be detected. 
: ; the women with Rh-negative blood 

1 had infants with Rh-positive blood. 
RN one case the second child was 
affected, but the mother had had two 





previous transfusions. In four of the 
nine third pregnancies and in seven 
of the nineteen fourth pregnancies the 
foetus had hemolytic disease. In families 
in which the mother’s blood is Rh- 
negative and the husband’s blood is 
homozygous Rh-positive, it is likely 
that the third child or subsequent 
children will be affected with hemolytic 
disease; if the husband's blood is 
heterozygous Rh-positive, the disease 
may occur much later in the family. 
Among the 186 primigravide with Rh 
negative blood there was no case of 
hemolytic disease of the fetus. Nine- 
teen out of 96 Rh-negative multipare 
with Rh-negative blood, whose babies 
had Rh-positive blood, developed anti- 
bodies and eleven of the infants 
were affected with hemolytic disease. 
Rh agglutinins were rarely formed 
early in pregnancy and, as they were 
often a legacy from a_ previous 
pregnancy, their presence did not 
indicate whether the fetus present 
had Rh-positive blood. When the 
titre rose during the pregnancy the 
fetus was likely to have Rh-positive 
blood. In two primipare the antibody 
did not appear until the tenth day of 
the puerperium. There was no sero- 
logical relation to congenital defects, 
to sex, or, except in proven cases of 
hemolytic disease, to neonatal death. 
From the 284 families with a history 
of previous stillbirth or miscarriage, 
56 mothers (or 19°7%) had Rh-negative 
blood, which is higher than the 
incidence for the whole series. 


The Role of Nutrition in Pelvic 
Variation. 

HERBERT THOMS (American Journal of 
Obstetrics and Gynecology, July, 1947) 
presents evidence that, amongst other 
factors, nutrition, especially during the 
pubertal period of growth, plays a 
major etiological role in the variations 
in shape of the adult female pelvis. 
He classifies pelves into four general 
groups: (i) the dolichopellic type 
where the anteroposterior diameter of 
the inlet is longer than the transverse; 
(ii) the mesatipellic type where the 
anteroposterior and transverse diameters 
of the inlet are equal or the trans- 
verse diameter is no more than one 
centimetre longer than the antero- 
posterior; (iii) the brachypellic type 
where the transverse diameter is more 
than one and less than three centi- 
metres longer than the anteroposterior 
diameter; (iv) the platypellic type 
where the transverse diameter is three 
centimetres or more longer than the 
anteroposterior diameter. The shape of 
the pelvic inlet in early childhood in 
both sexes is dolichopellic in type, and 
the adult round or flattened forms 
develop by either an excessive growth 
laterally or, more important, a lessening 
or incomplete development of the 
anteroposterior diameter. From in- 
vestigations it appears that the pelvic 
inlet of the male is as variable in 
shape as that of the female, in whom 
the oval or brachypellic type may be 
the result of deficiencies in nutrition, 
the mesatipellic and dolichopellic types 
being the “normal”. Changes in 
environment can effect skeletal changes 
as evidenced by the lessening in 
children of the incidence of severe 
rickets, and changes in the adult form 
of the female pelvis must necessarily 
occur. Early childhood rickets may or 
may not leave evidence in the matured 
pelvis, but the older the child when 
active rickets of a moderate or severe 
degree is present, the greater the 





chance is that the pelvis will show 
rhachitic deformities in adolescence. In 
a comparison of the pelves of 104 
student nurses and 582 female out- 
patients, the high incidence of long 
oval and of round pelves among the 
largest women of both groups suggests 
the possibility that nutritive and other 
factors tend to prevent that degree 
of anteroposterior flattening of the 
pelvis which has come to be regarded 
as characteristically feminine. In a 
survey in New Plymouth, New Zealand, 
in an area where rickets is non-existent 
and the diet such that the local female 
is highly unlikely to suffer from 
vitamin D deficiency, Allen found that 
54:2% of 244 pelves examined belonged 
to the dolichopellic type. The author 
emphasizes the need for further study 
of the nutritional requirements of the 
growing child, particularly during the 
pubertal period, so that the require- 
ments of normal growth may be met 
adequately. 


Some Factors Causing Difficult 
Labour in Multigravidee. 


Bryan Wintuiams (The Journal of 
Obstetrics and Gynecology of the 
British Empire, April, 1947) has 
reviewed the case histories from 1936 
to 1945 of patients at Walton Hospital 
who had a difficult labour in the eighth 
or any subsequent pregnancy after a 
previously normal obstetrical history. 
During this time there were approxi- 
mately 30,000 deliveries. Cases in which 
there was a transverse lie, ante-partum 
hemorrhage, fetal monster or post- 
operative cervical stenosis were ex- 
cluded, and 23 cases in which he 
classes the patients as “dangerous 
multigravide” were left. In this group 
there were three maternal deaths and 
two cases of rupture of the uterus 
and most of the patients needed some 
form of major’ interference. The 
average age of all patients was forty 
years and the average number of preg- 
nancies among twenty-two of the 
patients was ten. There were twelve 
Cesarean sections, five forceps 
deliveries, two of which were high 
forceps, two craniotomies, two difficult 
breech deliveries, and two normal 
deliveries. There were also two cases 
of “failed forceps’ and two cases in 
which there was great difficulty with 
the delivery of the shoulders. In an 
analysis of the factors responsible 
inertia did not seem an important one, 
as in fifteen cases it was definitely 
absent and in the other cases the 
information recorded was _ insufficient 
to justify a conclusion. In nine cases 
there was clinical evidence of a small 
inlet or cavity, and in five of these 
cases radiological examination sup- 
ported the clinical findings, the pelvis 
being of the flat type. No evidence 
of soft tissue dystocia was found. The 
average weight of the babies was eight 
pounds fifteen ounces, and in fifteen 
cases delivery took place at intervals 
ranging between one and fifteen days 
after term. The main factors were 
seen to be a small pelvis (twelve cases) 
and a big baby (ten cases); in ten of 
the cases difficult labour had been a 
progressive feature in the patient’s 
obstetrical history. The flattening of 
the pelvis, increased inclination of the 
sacrum, lumbar lordosis, and occasional 
tenderness over the sacrum suggest 
to the author that a mild form of 
osteomalacia may be the etiological 
factor, due to a deficient intake of 
calcium, phosphorus and vitamin D in 
the diet. 





SS ES aT IC aR peer 


Se 








526 THE MEDICAL JOURNAL OF AUSTRALIA. 


Octoser 25, 1947. 








British Wedical Association Mews. 





NOTICE. 





Tue General Secretary of the Federal Council of the 
British Medical Association in Australia has announced 
that the following medical practitioner has been released 
from full-time duty with His Majesty’s Forces and has 
resumed civil practice as from the date mentioned: 


Dr. G. K. Vanderfield, 10, Culdees Road, Enfield (August, 
1947). 


— 
<p 


Wevical Societies. 





THE AUSTRALASIAN ASSOCIATION OF 
PSYCHIATRISTS. 





A MEETING of the Australasian Association of Psychiatrists 
was held at Adelaide on April 30 to May 2, 1947, Proressor 
W. S. Dawson, the President, in the chair. 


CouNcIL MEETING. 


At a council meeting held on April 30 a discussion took 
place on modifications of the proposed rules of the association 
and it was directed that the rules as modified should be 
circulated among members. 

It was decided that the next council and general meeting 
should be held at Sydney one or two days preceding the 
next meeting of the Royal Australasian College of 
Physicians. 

The Honorary Secretary and Treasurer presented the 
balance sheet, which showed the financial affairs of the 
association to be in a sound state. 


GENERAL MEETING. 


At a general meeting a general report of the activities 
of the association was presented by the Honorary Secretary 
and Treasurer, together with a report of the balance 
sheet. ‘ 

It was resolved that invitations to scientific sessions of 
each general meeting should be extended to members of 
the Royal Australasian College of Physicians and other 
interested medical practitioners. 


SCIENTIFIC SESSION. 


Dr. JOHN F. WILLIAMS read a paper entitled “Present-Day 
Trends in Psychiatry” (see page 505). 


Prefrontal Leucotomy. 


Dr. H. M. Bircw read a paper entitled 
Leucotomy” (see page 508). 

Dr. K. F. Epwarps read a paper entitled “A Report of 
Four Cases of Prefrontal Leucotomy” (see page 512). 

Dr. W. A. Drspen read a paper entitled “Prefrontal 
Leucotomy for Obsessional Neurosis: Report of a Case” 
(see page 511). 

Dr. Dibden presented to the meeting the subject of his 
paper, a female patient, who confidently answered questions 
put to her. 

Speaking on the question of the “responsibility” of 
leucotomized patients for their actions from a medico-legal 
point of view, Dr. Dibden drew attention to a recent 
statement of Freeman and Watts that they would not 
operate on patients who showed marked aggressiveness 
as a prominent feature. Freeman and Watt considered that 
a major defect in leucotomized patients was the inability 
to foresee the effects of their actions, to project themselves 
into the future and to assess the results of their actions 
upon others. Normally, aggression was controlled by the 
awareness of its possible consequences. Where aggressive- 
ness was marked and barely controlled, operation might 
release undesirable and antisocial tendencies. 

Dr. IAN MARTIN expressed concern over the possible 
results when the operation was performed on a patient 
who was of an aggressive and impulsive nature. He thought 
that the diminution of restraint, said to be one of the 
sequele of the operation, might render the patient a menace 
to society. 

Dr. H. F. Maupsiey stated that he had some patients 
who would, in his opinion, benefit from such an operation, 


“Prefrontal 











but he found that surgeons were disinclined to operate in 
mental hospitals. He asked whether South Australia had 
the facilities in its mental hospitals to carry out such an 
exacting operation. 

Dr. LEonarD LINDON thanked the President for having 
given him the opportunity of hearing and taking part in 
a most interesting discussion. He said that he could only 
contribute to the discussion from the surgical aspect of 
leucotomy. Dr. Maudsley had asked him to describe exactly 
what was divided in the operation of prefrontal leucotomy, 
and that was a very difficult question to answer. 
surgeon attempted to divide all the tracts in the white matter 
just anterior to the horns of the lateral ventricles; and it 
appeared to be the general opinion that it was of the 
utmost importance to divide the tracts in the lower two- 
thirds of the frontal lobe. Fortunately the mortality rate 
of the operation was very low indeed, and therefore very 
few opportunities had been provided to prove the extent 
of the cutting operation by following up the degeneration 
of the fibre tracts at the post-mortem examination. In 
the case of the survivors, who were the vast majority, one 
could only attempt to assess the extent of section by one’s 
sense of touch, by one’s visualization of the anatomy, and 
by the clinical results. They were dealing with so many 
variants, that no surgeon could honestly name which tracts 
had been divided in any one case. The minute anatomy of 
the frontal lobes varied considerably in each patient; the 
actual functions of the frontal lobe appeared to vary greatly, 
if they could judge by the results of lobectomies for tumour; 
and finally, it was highly improbable in a relatively blind 
operation such as leucotomy that the surgeon divided the 
same percentage of white matter in even 50% of his subjects. 
Therefore, only after fatal operations should they ever be 
certain of the actual extent of the operation. 

Dr. Lindon went on to say that degeneration tests had 
been carried out, with variable results, in the case of the 
fronto-thalamic tracts. But he did not know whether any 
investigation of the effect on fibres passing in the opposite 
direction, towards the frontal cortex, had been carried out. 
Yet some excellent results had followed the operation in 
cases of obsessions, probably because the patients no longer 
worried about them. Again, Freeman had reported benefit 
from leucotomy in cases of intractable pain due to cancer; 
obviously the cause of the pain and the pain impulses 
remained—but the patients were no longer distressed by 
them. Therefore it seemed that much of the value in the 
operation lay in the division of fibre tracts which ended in 
the frontal cortex. 

Dr. Lindon said that he had had only the very small 
experience of seven operations. Of that number, it was now 
recognized that one subject was ill-chosen, but the operation 
had been performed because all other forms of treatment 
had failed. The patient was certainly no better, possibly 
becoming worse. But the results in the remaining six cases 
had been good, in three of them absolutely astonishing to 
Dr. Lindon, who was no psychiatrist; and all of the 
operations had been well worth performing. Dr. Estcourt 
Hughes and Dr. Lindon had worked together in most cases, 
and followed the technique of McKissick in using a blunt- 
pointed Cairns’s brain needle as the instrument for section 
of the brain. To anyone accustomed to the feel of 
ventricular puncture, that instrument seemed to be quite 
the safest to use in what was admittedly a blind operation. 
But should the end of the needle come in contact with 4 
vessel of appreciable size, the feeling was unmistakable. It 
was not uncommon to enter one ventricle, as often thé 
anterior horn extended further forward on one side. It was 
a then only to reinsert the needle in a more anterior 
plane. 

Dr. Lindon explained that most of the operations in 
Adelaide had been performed at the Parkside Mental Hos 
pital, which had an excellent theatre for general surgery 
and had proved quite adequate for the neurosurgical pro 
cedure. They had been fortunate in having the services of 
Dr. Wall, who had reduced the anesthesia by ‘“Pentothal 
in the case of craniotomy to a fine art; and all thes 
operations had been performed under local anesthesia and 
very light “Pentothal” narcosis. 

It was obviously more desirable that the post-operative 
treatment of such patients should be carried out by nurses 
trained in psychiatric nursing, in other words, in a met! 
institution. But those patients who were in private hospi 
had not given any very great trouble, and one patient was 
treated in the general surgical wards of the Royal Adelaide 
Hospital. The most troublesome post-operative feature had 
been incontinence of urine, particularly in female patients, 
and this had sometimes persisted for as long as six 
But Dr. Lindon believed that it had not been permanent in 
any of the patients. They appeared and behaved very ™ 
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like a quiet subject of head injury—drowsy, apathetic and 
without initiative. But it had been indeed astonishing to 
see how rapidly they recovered their normal powers and 
behaviour. In the very small series there had been no 
example of post-operative involvement of the pyramidal 
tract. It was common for post-operative hyperthermia to 
occur, with slow pulse, as was so often seen after frontal 
or hypothalamic trauma. 

Dr. Lindon concluded by paying a tribute to Dr. Hugh 
Birch, who after prolonged study of the literature had 
decided to give the operation a trial; and having so decided, 
had really been responsible for the whole of the organization 
necessary. 

Dr. Birch, in reply, said that, when embarking upon the 
leucotomy operations some two years previously, they had 
done so only after the most careful consideration by Dr. 
Lindon and. himself. They had read all the available 
literature, and as far as Dr. Birch knew, Dr. Lindon had 
been quite satisfied with the operation arrangements at 
Parkside Mental Hospital. 

In general, Dr. Birch would say that their own staff, 
skilled in mental disorders, operating theatre procedure, and 
post-operative care of the mentally sick, should be well 
equipped to deal with the operations. 

Their first subject was operated upon in 1945. She was 
a young woman, who, without doubt, was the most difficult 
patient in the whole hospital. She had been admitted to the 
Receiving House on two previous occasions, before coming 
to Parkside in July, 1940. They had tried every form of 
treatment, insulin, “Cardiazol”, electroplexy, and Dr. Carl 
Edwards had been painstaking with narcoanalysis and 
psychotherapy. However, the patient had become particu- 
larly aggressive, agitated, restless, depraved and destructive. 
Her violent homicidal attacks were major nursing problems. 
Although of recent years she was, in the main, psycho- 
logically inaccessible, it was felt that her basic personality 
had not greatly deteriorated. 

After the operation she went through the characteristic 
convalescence without trouble and then quite rapidly 
returned to what Dr. Birch said that he would regard as her 
pre-psychotic personality. She was discharged four months 
after the operation, and on two occasions she had come 
back to the hospital to see Dr. Birch. The reason for 
the visits was to get his permission for her to commence her 
training as a probationer nurse. 

Dr. Birch remarked that they would thus see that the 
patient had not suffered the loss of initiative, so often 
referred to in the literature. On the contrary, he had found 
her to be by no means without the ability to plan ahead, 
and as far as he could see she was then a healthy normal 
young woman. 

Dr. Birch confessed that he had in fact advised a little 
delay before taking up nursing, but in that he felt justified, 
having regard to the severity of her condition. The patient 
had then been employed as a housemaid in a iarge private 
hospital, and from inquiries of the matron Dr. Birch had 
learned that she had performed her duties to the satisfaction 
of the matron. 

In reply to Dr. Martin, Dr. Birch said that it was agreed 
that a possibility such as Dr. Martin had mentioned would 
have to be considered seriously, but that when the aggres- 
sive conduct resulted directly from the delusional beliefs, 
then it was unlikely that the discharged patient would be 
the subject of any great risk. Unfortunately, some risk was 
inevitable in practically all cases of discharge from a mental 
hospital, and one had to be prepared, after proper con- 
sideration, to accept that, rather than to adopt a spirit of 
therapeutic nihilism and “safety first” at all costs. 


Psychological and Psychiatric Problems in a 
Prison Camp. 


Dr. Onpp Poynton read a paper entitled “Some Observations 
on the Psychological and Psychiatric Problems Encountered 
in a Singapore Prison Camp” (see page 509). 

Dr. R. T. Binns expressed appreciation of Dr. Poynton’s 
Paper. He was interested to learn that the number of 
psychiatric casualties under the very severe conditions of 

prison was relatively so small. This had been the 
experience in other prisoner-of-war camps. 

Dr. Binns said that in a camp in Italy of 4800 British 
servicemen in which he was medical officer, there had been 
a high morbidity from general diseases such as avitaminosis, 

Tia, dysentery, respiratory infections, effects of war 
wounds et cetera, but only three patients with major 
Psychoses, who had to be transferred to a mental hospital, 
were found. The occurrence of psychoneuroses was rare in 

camp. On the other hand, neurotic reactions following 





repatriation and occurring during the period of readjustment 
in civilian life had been frequent and they required all the 
facilities of a psychiatric clinic and hospital. 


Dr. W. A. DispEN commented on articles, appearing from 
time to time in the Press, that stressed the alleged mental 
ill-effects of incarceration upon prisoners of war. He 
considered that those opinions were not supported by fact. 
He urged that it should be the duty and policy of the 
Australasian Association of Psychiatrists regularly to refute 
such statements, and to give a true and proper presentation 
of the facts. By so doing, ex-prisoners of war and their 
relatives would be saved unnecessary anxiety. 


Wedical Watters in Parliament. 


HOUSE OF REPRESENTATIVES, CANBERRA. 
TUBERCULOSIS. 


On September 19, 1947, the Honourable Josiah Francis 
asked the Minister representing the Minister for Health 
the following question upon notice: 

Is it a fact that Queensland was the only State which 
did not receive any portion of the tuberculosis grant 
made by the Commonwealth Government last financial 
year; if so, what was the reason? 


The Honourable E. J. Holloway, in reply, said that the 
Minister had supplied the following information: 

It is a fact that, for the financial year 1946-1947, 
Queensland was the only State which did not receive 
any portion of the tuberculosis grant under Section 6 
of the Tuberculosis Act, 1945-1946. The reason why 
Queensland did not receive any portion of the grant 
for the financial year 1946-1947 was that this State did 
not make any application, although urged to do so. 
During the present financial year 1947-1948, a proportion 
of the grant has been claimed by the Queensland 
Government and paid. The State Government believed 
that the financial burden of the States in implementing 
the. Government’s scheme would be greater than that 
of the Commonwealth. The State was already, except 
in the case of single sufferers and sufferers with a wife 
only, making payments in excess of the ceiling rates 
recommended by a conference of officers of the Common- 
wealth and of the States on December 18, 1946, and 
accepted by the Commonwealth. The State Government 
was advised that the grant of £250,000 per annwm from 
the Commonwealth was not regarded as adequate for the 
complete relief of necessitous sufferers and their depen- 
dants; but that the Commonwealth provides financial 
relief to tuberculosis sufferers in the form of invalid 
pensions and sickness benefits on a substantial scale. 


(Most-Oraduate Tork. 


THE MELBOURNE PERMANENT POST-GRADUATE 
COMMITTEE. 


PROGRAMME FOR NOVEMBER AND DECEMBER. 


THe Melbourne Permanent Post-Graduate Committee 
announces that the following programme has been arranged 
for November and December, 1947. 


M.D. Part Il; M.R.A.C.P. 


Demonstrations suitable for candidates for the M.D. Part 
II and M.R.A.C.P. examinations will be continued on 
Thursday afternoons, as follows: November 6 and 13, 
“Nephritis”, Dr. M. Davis; November 20, “Peripheral 
Vascular Disease’, Dr. E. Downie; November 27, “Para- 
thyreoid Disorders’, Dr. R. M. Biggins; December 4, 
“Hemorrhagic Diseases”, Dr. J. Horan; December 11, 
“Chronic Diarrhea’, Dr. L. Hurley. 


D.O. Part Il. 


A course for the D.O. Part II will be conducted from 
November 5 to December 11 in the late afternoons. 
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Genito-Urinary Diseases. 


Dr. H. Mortensen’s course on “Recent Advances in Genito- 
Urinary Diseases” will be continued at the Medical Society 
Hall, 426, Albert Street, East Melbourne, at 4.30 p.m. on 
Tuesdays, November 11 and 18. : 


Country Courses. 


Hamilton.—A week-end refresher course will be conducted 
at the Hamilton Hospital on November 22 and 23, as 
follows: Saturday, November 22, at 2.30 p.m., “Jaundice”, 
Dr. Ian Wood; at 8 p.m., “Management of a Patient Suf- 
fering from Retention of Urine”, Dr. W. A. Hailes. Sunday, 
November 238, at 10 am., “What is Your Prescribing 
Problem?”, Dr. B. Stanton; at 2 p.m., “Toxemias of Preg- 
nancy”, Dr. I. Hayes. 

The fee for this course is £2 2s., or 10s. 6d. per demonstra- 
tion, and enrolments should be made with Dr. G. Watson, 
“Malahide”, Camperdown. 

Geelong.—On Wednesday, November 19, at 8.30 p.m., 
Dr. Ian Wood will give a demonstration at the Geelong 
Hospital on “Some Recent Advances in Medicine”. Dr. 
Alan Kidd, 216, High Street, Belmont, Geelong, will make 
enrolments. 

Enrolments. 


Enrolments for all courses in Melbourne should be made 
as soon as possible with the Secretary of the Committee, 
College of Surgeons, Spring Street, C.l (JM 1547-1548). 


PROGRAMME FOR 1948. 


The 1948 programme will commence in February, and 
details will be published later. 


CoMMONWEALTH RECONSTRUCTION TRAINING SCHEME. 


Part-time Commonwealth -Reconstruction trainees are 
reminded that if they wish to avail themselves of their 
entitlements during 1948, they must apply for permission 
to do so to the Officer-in-Charge, Universities Commission, 
University Grounds, Carlton, N.3, before December 31, 1947. 





THE POST-GRADUATE COMMITTEE IN MEDICINE 
IN THE UNIVERSITY OF SYDNEY. 


Tue Post-Graduate Committee in Medicine in the 
University of Sydney announces the following courses and 
lectures. 

Annual General Course. 


Lectwres.—Arrangements have now been completed for 
Professor Ralph W. Gerard, Professor of Physiology, 
University of Chicago, to give two lectures in Sydney as 
follows: Tuesday, November 4, on “Metabolism of Diseases 


of the Nervous System”, and Tuesday, November 18, on 
“The Mechanism of the Action of Nerves’. Both lectures 


will be held at 8 p.m. in the Stawell Hall, 145, Macquarie 
Street, Sydney. 
Week-End Course at Orange. 

The Post-Graduate Committee, in conjunction with the 
Western Medical Association, will hold a week-end course 
at the Hotel Canobolas, Orange, on Saturday, November 8, 
and Sunday, November 9, 1947. 4 

Saturday, November 8—2 p.m., registration; 2.30 p.m., 
“The Immediate Surgical Treatment of Trauma of the 
Urinary Tract” (Dr. John Laidley); 4 p.m., “Coronary 
Disease: Prognosis and Management” (Dr. J. Kempson 
Maddox). 

Sunday, November 9.—10 a.m., “Problems Encountered in 
the Surgery of Obstructive Jaundice” (Dr. B. T. Edye); 
11.30 am., “Urological Complications of Pregnancy” (Dr. 
John Laidley); 2 p.m., “Clinical Differentiation of Rheumatic 
Disease” (Dr. J. Kempson Maddox); 3 p.m., “The Place of 
Surgery in the Management of Peptic Ulcer” (Dr. B. T. 


Edye). 

The fee for the course will be £1 1s. Those intending to 
be present are requested to notify Dr. S. R. Dawes, Honorary 
Secretary, Western Medical Association, 83, Kite Street, 
Orange, as soon as possible. 


Seminar in Medical Statistics. 


Dr. H. O. Lancaster will conduct a seminar in medical 
statistics on Wednesday, November 12, 1947, at 5.45 p.m., 
at the School of Public Health and Tropical Medicine, 
University Grounds. Mr. G. A. Bell, B.Sc., Metrology 


Division, C.S.I.R., will speak on “Apparatus Errors in 





Hematology”. Any workers in medicine or related sciences 
are welcome to attend. These seminars are held on the 
second Wednesday of each month. 


Programme for January, 1948. 


On January 19, 1948, the following courses will begin for 
twelve weeks: advanced medicine, advanced surgery, Parts II 
diplomas in gynezcology and obstetrics, laryngology and oto- 
rhinology, and ophthalmology. 

Intending candidates for 1948 courses are requested te 
make early application to the course secretary, the Post- 
Graduate Committee in Medicine, 131, Macquarie Street, 
Sydney (telephones: BW 7483-B 4606). 


Special Correspondence, 


CANADA LETTER. 


From Our SpeEcIAL CORRESPONDENT. 


Over the years one is impressed with the ebb and flow 
of visitors to Canadian medical schools and hospitals. Today 
the southern hemisphere is beating a path to Canada’s 
door. While Latin-America is heavily represented, the 
antipodes are gaining. The recent visit to Montreal of Dr. 
Murray Falconer, the Dunedin neurosurgeon, has done 
much to cement friendly relations with “Down Under”. 
In an informal symposium with the Fellows’ Society of the 
Montreal Neurological Institute on intervertebral disk 
disease, he reviewed his experience in this field of surgery, 
his data impressing all who heard him with the high calibre 
of clinical investigation in New Zealand. Two other New 
Zealanders are studying medical specialties in Canada, Dr. 
Stuart Alexander at the Department of Pathology in the 
University of Toronto and Dr. B. W. Murphy at the Allan 
Memorial Institute of Psychiatry at McGill University, 
Montreal. 

The College of Physicians and Surgeons of the Province 
of Quebec has just celebrated its one hundredth anniversary. 

This year for the first time the Royal College of Physicians 
and Surgeons of Canada will hold examinations in 
specialties as well as in medicine and surgery. The 
specialties designated are pediatrics, neurology, dermatology 
and psychiatry, neurosurgery, genito-urinary surgery, oto- 
laryngology and- orthopedics. Written examinations will 
be conducted in ten cities across Canada in October. All 
candidates will be given the opportunity of an oral examina- 
tion in Toronto in November. The fee for sitting for the 
examinations is $75 and is not returnable. The fee for 
membership in the College if the candidate is successful is 
another $150. Prerequisites for admission to the examination 
include training in the clinical and basic medical sciences 
together with experience in practice, totalling at least five 
years. 

McGill University has announced the retirement on 
grounds of age of Dr. Jonathan C. Meakins, Professor of 
Medicine and Dean of the Faculty. His professorship has 
been filled by Dr. J. S. L. Brown, an _ outstan 
endocrinologist, who has been director of McGill’s ‘University 
Clinic”, and chairman of the Post-Graduate Board of the 
Royal Victoria Hospital. To the post of Physician-in-Chief 
of the Royal Victoria Hospital, also held by Dr. Meakins, 
Dr. G. Ray Brow, an eminent cardiologist, has been 


| appointed. 


The Ontario Cancer Treatment and Research Foundation 
is holding a two-day symposium on cancer late in October. 
The following speakers from England have been invited: 
Sir Ernest Rock-Carling, Sir Henry Dale, O.M., and Professor 
D. W. Smithers. From the United States, Dr. E. V. 
Cowadry, of St. Louis, has been invited. 

A voluntary plan for prepaid hospitalization and medical 
care on a national basis is being. studied by the Canadian 
Medical Association in conjunction with the representatives 
of existing provincial plans, of which there are many types 
It has been recommended that specialists be paid specialists 
rates only for work done by them in their special field. 
All other work by them would be paid for at general 
practitioner rates. 

The Federal income tax authority has approved a change 
in the allowances for motor-car expenses entailed in medical 
practice. Formerly a doctor could claim 4:5 cents per 
driven on medical calls, or he could claim 20% ann 
depreciation on a car not costing more than $1800. Now 
he can show as expenses 6 cents per mile or 20% ann 
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depreciation on a $2500 car. The Federal income tax still 
allows no exemption for expenses connected with post- 
graduate or refresher work, and this matter is being 
pursued by the Canadian Medical Association, which rightly 
holds that a doctor losing his income through post-graduate 
training should at least be able to charge as expenses all 
moneys spent upon such refresher training. 

The Department of Anesthesia of the Children’s Memorial 
Hospital in Montreal has recently received from England 
a supply of a remarkable new drug, “Myanesin”, for 
clinical investigation of spasm and tremor of extrapyramidal 
origin. Intravenously, the drug has been very effective. 
Oral trials are now in progress. 

The National Research Council of Canada has announced 
that radioactive elements produced in the Chalk River 
“pile’ will be available for export to certified medical 
researchers. 


Correspondence. 


RESTORATION, RESUSCITATION 
DONORS. 


AND BLOOD 


Sir: The report of my remarks in the discussion of Dr. 
Drevermann’s paper on “Restoration and Resuscitation”, as 
published in THE MEDICAL JOURNAL OF AUSTRALIA, October 4, 
1947, page 434, is not quite correct. In questioning Dr. 
Drevermann’s statement that in the treatment of hzmor- 
rhage due to peptic ulcer “the fluid given intravenously 
should be administered at such a rate that it will not bring 
about a sudden rise of blood pressure sufficient to cause 
further hemorrhage”, I said (or intended to say) that if 
the thrombus was completely adherent to the vessel wall I 
did not think that a rise in blood pressure would displace it. 


I referred to an observation which I had made in giving | 


direct blood transfusions with the rotary pump. If clotting 
occurred in the recipient needle, I found that it was 
impossible to force the clot through the needle by action of 


the pump which was capable of exerting a pressure equal to | 


thirty inches of mercury. 


If hemorrhage recurs in these cases, it is because the | 


thrombus is not completely adherent to the vessel wall, and 
I believe that direct transfusion of unmodified blood is more 
likely to promote effective adherent thrombosis than massive 
transfusions of citrated blood. 


Yours, etc., 
JOHN. A. MCLEAN. 


417, St. Kilda Road, 
Melbourne, 
October 8, 1947. 





THE FUTURE OF MEDICAL PRACTICE IN AUSTRALIA. 


Sir: As the above subject is a burning question at present 
to all practising members of the medical profession, and one 
which is constantly being discussed by many prominent 
representatives of the British Medical Association and 
more recently by timely articles in THE MepicaL JOURNAL 
Or Austratia by Dr. Brown and the retiring President of 
the South Australian Branch of the British Medical Associa- 
tion (Dr. Mallen), may I be allowed to continue some 
observations already initiated in THe MepicaL JOURNAL OF 
AustraLia four years ago under similar headings. 

One article to which particular attention should be directed 
was headed “The Evolution of Medical Practice”, as it was 
bow firm conviction that conditions of medical practice were 

und to alter in conformity with changing conditions and 
circumstances. 

Gx a altered conditions are now seen to be the following: 

) Generalized shortage of nurses throughout Australia. 
: Abnormal increase in number of medical students. (3) 
sae ne socialistic trend in Commonwealth Government 
Policy. (4) Economic and housing stringency. (5) Increased 
Cost of medical attention. 

Following interviews of our Federal British Medical 
= clation representatives with the Federal Minister for 
or tan (Senator McKenna) recently and likely resumption 
the Ks and exchanges of ideas, it is wise to put on record 
= plollowing matters, several of which were ably 
tn asized by Dr. A. E. Brown recently in THe MepicaL 

NAL OF AUSTRALIA of August, 1947. 
I. Federal and State Permanent Health and Hospital 


Commissions are almost certain to eventuate as routine 


Federal policy, 





2. Gradual nationalization of the medical profession is the 
aim of the Federal Government, as stated by Senator 
McKenna. 

3. British Medical Association objections covering a com- 
plete health service have already been set down in general 
terms. 

4. The following additional objections are worthy of 
enunciation for more mature consideration: 

(i) Setting up Regional Planning Committee to divide all 
country single practitioner practices into A, B and C class. 

(ii) Questionnaire to all practitioners in such terms as to 
their views: (a) re sale, (b) remaining, (c) transfer, (d) 
compensation if nationalized. 

(iii) Whether all such practices could be carried on under 
a health scheme with basic salary and fee-for-service for 
maternity, specialties, radiology, and surgery, and if so, the 
basic salary required in each case. 

(iv) The question of majority practitioner control of all 
such activities as: (a) payment of basic salary, (b) transfer 
of practitioners, (c) compensation, (d) retirement, (e) 
superannuation. 

In other words, as already mentioned by Dr. Brown, that 
majority medical representation be insisted on for all 
statutory authorities set up under the act where purely 
medical matters are under consideration. 

In conclusion, sir, my desire in writing is to assist as far 
as possible our Federal representatives, so that: (i) Mistakes 
in the New Zealand act shall be avoided. (ii) Abolition of 
the sale of medical practices shall be at least postponed, if 
not abandoned. (iii) A progressive health act shall be 
established guaranteeing all the right to medical services of 
every kind, with government assistance. (iv) Granting the 
rank and file medical practitioners reasonable advancement 
without favouritism, adequate conditions of service and 
honourable retirement without imposition. 

The task is surely a worthy one. 

Yours, etc., 

Wiluna, H. T. IntrincwortuH, M.B., Ch.M. 
Western Australia, 

September 26, 1947. 


Wevical Practice. 
CONDITIONS OF MEDICAL PRACTICE IN CANADA. 


Tue following letter dealing with conditions of medical 
practice in Canada is published at the request of the 
General Secretary of the Federal Council. 


135, St. Clair Avenue W., 
Toronto 5, Ontario. 
Dear Doctor, 

This letter is in reply to your recent communication 
asking for information concerning conditions of practice 
in Canada. So many similar requests have been received 
that it has been thought desirable to prepare a form answer 
to the questions most frequently asked. If your enquiry 
presents any unique problem, pertinent information is 
contained in the postscript. 

General: It may be stated that the output of the nine 
Canadian medical schools is ordinarily sufficient to supply 
the requirements of this country for doctors, and that no 
urgent need exists for the immigration of large numbers of 
qualified physicians. The demobilization of some 4000 
Canadian doctors who served in the armed forces has 
resulted in a large demand for post-graduate training in 
the approved hospitals, and has met to a large extent the 
war-induced shortage of practitioners in most communities. 
The general physician-population ratio is one doctor to each 
1017 people. This ratio varies from 1-850 in Ontario and 
British Columbia to 1-1500 in New Brunswick and 
Saskatchewan. 

A well-qualified individual who meets the 
requirements can, however, establish himself 
practice in many rural areas of all Provinces. 

Licensure: The licensing of physicians is a function of 
statutory bodies set up in each of the nine Provinces, 
usually under the name of the College of Physicians and 
Surgeons. Many of these licensing bodies no longer conduct 
examinations, but accept the examination of the Medical 
Council of Canada as testifying to fitness for Provincial 
registration for professional purposes. British citizenship 
or Canadian citizenship by naturalization is a fundamental 
requirement for registration in most Provinces, and evidence 
of good character and ethical behaviour is demanded. 
Naturalization of non-British immigrants requires five years’ 


licensing 
in private 
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residence in Canada. Reciprocal registration privileges exist 
between the General Medical Council of Great Britain and 
the licensing bodies of the following Provinces: Alberta, 
Manitoba, Nova Scotia and Prince Edward Island. G.M.C. 
registrants intending to practise in any other Province are 
required to pass the examinations of the Medical Council 
of Canada which are held in June and October at several 
centres in Canada. 

It cannot be too strongly emphasized that all details of 
licensure in any Province should be settled prior to immigra- 
tion, with the appropriate licensing agency. The attached 
sheet indicates the addresses of the Provincial licensing 
bodies and, as the requirements vary somewhat, much 
difficulty will be avoided if immigrant doctors will satisfy 
themselves on the steps to be taken to obtain registrable 
qualifications. 

Housing: A general shortage of housing accommodation 
exists, but this is more acute in urban than in rural 
communities. Residential properties to rent are difficult to 
find in many areas, and it is desirable that a doctor be 
prepared to consider the purchase of a house. 

Type of Practice: Independent private general and 
specialized practice is carried out in most parts of Canada. 
The sale of practices is practically unknown and when one 
doctor succeeds another in the same location, the trans- 
action amounts to the transfer of the real estate involved. 
There is no bar towany licensed physician establishing him- 
self in private practice in the community of his choice. 
Salaried hospital positions are uncommon, but contract 
practice exists in certain industrial operations, such as 
mining and lumbering, and in certain municipalities in the 
prairie Provinces. Government-sponsored health insurance 
is not in effect anywhere in Canada, but the Federal and 
several Provincial Governments have been studying the 
possibility of its in uction as part of a social security 
programme. Several large professionally controlled plans of 
voluntary prepaid medical care are operating. 

Opportunities “for Placement: Information concerning 
openings for practice, assistantships and institutional 
positions can be obtained on arrival-in Canada by consulting 
the registrars listed under licensing bodies or by application 
to the secretary of the appropriate Provincial division of this 
Association. Information of this type must be current if 
it is to be accurate and useful, and so it is rarely possible 
to transmit it in advance by correspondence. 

Financial: For the purpose of establishing practice in 
Canada it is necéssary to contemplate the purchase of a 
motor car (minimum $1500), medical and surgical equip- 
ment (minimum $500) and to be prepared to sustain oneself 
while awaiting returns from practice. In addition, it may 
be necessary to purchase a house, the cost of which will 
vary widely. In the majority of instances it is considered 
that. a capital sum of £1000 should be available as a 
minimum. 

It is hoped that this outline will be of some assistance to 
you. The Canadian Medical Association will be glad to 
advise you further should you require it. Our relationship 
with licensing authorities, government departments, and 
voluntary health agencies in Canada is intimate and 
cooperative, and any specific inquiries will be referred to 
the appropriate authority. 

Yours faithfully, 
A. D. KEty, M.B., 
Assistant Secretary, 
Canadian Medical Association. 


Medical Licensing Bodies of the Provinces of Canada. 


The Registrar, College of Physicians and Surgeons of 
Alberta, 10, Merrick Bldg., Jasper Ave., Edmonton, 
Alberta. 

The Registrar, College of Physicians and Surgeons of 
British Columbia, 203, Medical Dental Blidg., Vancouver, 


B.C. 

The Registrar, College of Physicians and Surgeons. of 
Manitoba, 605, Medical Arts Bldg., Winnipeg, Man. 

The Registrar, Council of Physicians and Surgeons of New 
Brunswick, 182, Princess St., Saint John, N.B. 

The Registrar, Provincial Medical Board of Nova Scotia, 
191, Hollis St., Halifax, N.S. 

The Registrar, College of Physicians and Surgeons of 
Ontario, 566, University Avenue, Toronto, Ontario. 

The Registrar, Medical Council of Prince Edward Island, 
Charlottetown, P.E.I. 

The Registrar, College of Physicians and Surgeons of 
Quebec, 1896, Dorchester St. W., Montreal, Que. 

The Registrar, College of Physicians and Surgeons of 
Saskatchewan, 307, Birks Bldg., Saskatoon, Sask. 

The Registrar, Medical Council of Canada, 116, Nepean ~ 

Street, Ottawa, Ontario. 
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Gustralian Medical Board Proceedings, 


NEW SOUTH WALES. 








Tup undermentioned have been registered, pursuant to 
the provisions of the Medical Practitioners Act, 1938-1939, 


of New South Wales, as duly qualified medical practitioners: 


Alcorn, Pamela Joan, M.B., B.S., 1947 (Univ. Sydney), 
General Hospital, Brisbane. 

Anderson, Douglas Rea, M.B., B.S., 1947 (Univ. Sydney), 
Lewisham Hospital, Lewisham. 

Andrew, Margaret Lark, M.B., B.S., 1947 (Univ. Sydney), 
St. George District Hospital, Kogarah. 

Angel, Gertrude, M.B., B.S., 1947 (Univ. Sydney), District 
Hospital, Kurri Kurri. 

Armstrong, John Beresford, M.B., ae. 1947 (Univ. 
Sydney), Base Hospital, Wagga "Wag. 

Arnold, Barbara Joan, M.B., B.S., 1947 “Conv. Sydney), 
Royal Prince Alfred Hospital, Camperdown. 

Backner, Daniel Douglas, M.B. BS., 1947 
Sydney), St. Vincent’s Hospital, Darlinghurst. 

Bellemore, Kenneth Laurence, M.B., B.S., 1947 (Univ. 
Sydney), General Hospital, Perth. Western Australia. 

Beveridge, John, M.B., B.S., 1947 (Univ. Sydney), Royal 
Prince Alfred Hospital, Camperdown. 

Brady, Peter Martin Carroll, M.B., B.S., 1947 (Univ. 
Sydney), Mater Misericordie Hospital, North Sydney. 

Brown, Douglas Scott, M.B., B.S., 1947 (Univ. Sydney), 
Royal North Shore Hospital, St. Leonards. 

Bryan, Ian James, M.B., B.S., 1947 (Univ. Sydney), Royal 
Prince Alfred Hospital, Camperdown 


(Univ. 


Caradus, Verne, M.B., BS., 1947 (Univ. Sydney), St. 
George District Hospital, Kogarah. 
Carne, Jeannette Constance, M.B., B.S., 1947 (Univ. 


Sydney), Sydney Hospital, Sydney. 

Chaffer, Ethel Valerie, M.B., B.S., 1947 (Univ. Sydney), 
Royal Prince Alfred Hospital, Camperdown. 

Chandler, Roderick Peter, M.B., S., 1947 (Univ. 
Sydney), Royal Prince Alfred Hospital, Camperdown. 

Chapman, Patricia Joan, M.B., B.S., 1947 (Wate. Sydney), 
Balmain and District Hospital, Balmai 

Clifton, Vivian Keith, M.B., B.S., 1947 (Univ. Sydney), 
General Hospital, Brisbane, Queensland. 

Collins, Margaret Gladstone, M.B., BS., 
Sydney), Lewisham Hospital, Lewisham. 

Connolly, Roger John, M.B., B.S., 1947 (Univ. Sydney), 
Sydney Hospital, Sydney. 

Coombes, Rollin Vernon, M.B., B.S., 1947 (Univ. Sydney), 
Sydney Hospital, Sydney. 


1947 (Univ. 


Correy, Joseph Frederick, M.B., BS., 1947 (Univ. 
Sydney), Sydney Hospital, Sydney. 
Courtenay, Bruce Sturgess, M.B., B.S., 1947 (Univ. 


Sydney), Ryde District Soldiers’ Memorial Hospital, 
Eastwood. 

Coventry, Keith John, M.B., B.S., 1947 (Univ. Sydney), 
Royal North Shore Hospital, St. Leonards. 

Crane, Enid Nance, M.B., B.S., 1947 (Univ. Sydney), 
Royal Prince Alfred Hospital, Camperdown. 

Cronin, Kevin James, M.B., B.S., 1947 (Univ. Sydney), 
Lewisham Hospital, Lewisham. 

Crowe, Peter Harry, M.B., B.S., 1947 (Univ. Sydney), 
Sydney Hospital, Sydney. 

Cummins, George Edwardes, M.B., B.S., 1947 (Univ. 
Sydney), Royal Prince Alfred Hospital, Camperdown. 

Dalgarno, Geoffrey James, M.B., B.S., 1947 (Univ. 
Sydney), Western Suburbs Hospital, Croydon. 

Davidson, Doreen May, M.B., B.S., 1947 (Univ. Sydney), 
Royal Prince Alfred Hospital, Camperdown. 

Davies, George Bernard, M.B., B.S., 1947 (Univ. Sydney’ 
Mater Misericordiz Hospital, North Sydney. 

Deithe, Lyle George, M.B., B.S., 1947 (Univ. Sydney), 
Royal Prince Alfred Hospital, Camperdown. 

Doherty, William Valentine, M.B., B.S., 1947 (Univ. 
Sydney), Sydney Hospital, Sydney. 

Firkin, Caleb Lawry, M.B., B.S., 1947 (Univ. Sydney), 
Sydney Hospital, Sydney. 

Fowler, Frank William, M.B., B.S., 1947 (Univ. Sydney), 
District Hospital, Auburn. 

Freedman, Albert, M.B., B.S., 1947 (Univ. Sydney), St. 
Vincent’ s Hospital, Darlinghurst. 

Grant, Alexander John, M.B., B.S., 1947 (Univ. Sydney), 
Royal Prince Alfred Hospital, Camperdown. 

Gray, Eva, registered in accordance with the provisions 
of section 17 (a) of the Medical Practitioners Act, 
1938-1939, 44, Bellevue Road, Bellevue Hill. 

Green, David Lewis, M.B., B.S., 1947 (Univ. Sydney), 

Royal Prince Alfred Hospital, Camperdown. 
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Green, Leonard, M.B., B.S., 1947 (Univ. Sydney), Royal 
Prince Alfred Hospital, Camperdown 

Greenberg, Audrey, M.B., B.S., 1947 
Sydney Hospital, Sydney. 

Greenberg, Harris Neville, M.B., BS., 1947 
Sydney), Sydney Hospital, Sydney. 

Gregory, Anna, M.B., B.S., 1947 (Univ. Sydney), Tweed 
District Hospital, Murwillumbah. 

Grieve, David Amor Harvey, M.B., BS., 1947 (Univ. 
Sydney), Western Suburbs Hospital, Croydon. 

Hall, Peter Francis, M:.B., B.S., 1947 (Univ. Sydney), 
Royal Prince Alfred Hospital, Camperdown. 

Hamilton, Betty, M.B., B.S., 1947 (Univ. Sydney), Rachel 
Forster Hospital, Redfern. 

Hanbury, Paul Herbert, M.B., B.S., 1947 (Univ. Sydney), 
Royal North Shore Hospital, St. Leonards. 

Harper, Dorothy Viola, M.B., B.S., 1947 (Univ. Sydney), 
Royal Prince Alfred Hospital, Camperdown. 

Harrison, Graham Grantham, M.B., B.S., 1947 (Univ. 
Sydney), Royal North Shore Hospital, St. Leonards. 


-— 
oe ott 


Dbituatp. 


(Univ. Sydney), 


(Univ. 





GRAHAM PATRICK DIXON. 


THE following appreciation of the late Dr. Graham Patrick 
Dixon has been prepared by a colleague who prefers to 
remain anonymous. 

Graham Patrick Dixon was born in Brisbane in 1873, 
his father being the manager of the Bank of Australasia. 
His early education was at the Normal School and later at 
the Brisbane Grammar School, where he first showed his 
talent and had a most brilliant scholastic career, winning 
the Lilley Silver Medal in both lower and upper schools 
and being dux of the school and winning the Lilley Gold 
Medal in 1891. Nor were his attainments purely academic, 
for he was captain of the first cricket eleven. 

Obtaining an exhibition, he proceeded to the University of 
Sydney for his medical course, and there won fresh laurels, 
being awarded the Renwick and Harris Scholarships during 
his course and graduating in 1897 with distinction and the 
gold medal. 

From this time till his death on August 8 this year, almost 
fifty years, he graced and adorned the profession and was 
an example of everything that was highest and best in 
medicine. He was held in the greatest regard by his 
contemporaries and set a standard to be sought after by 
Re contemporaries and the younger members of the pro- 
ession. 

The year 1898 was spent as a resident medical officer at 
the Royal Prince Alfred Hospital, and the following year 
he was resident medical officer at the Brisbane Children’s 
Hospital, with which institution he was eventually to have 
avery long association. 

He began private practice as a general practitioner in 

borough in 1900. He soon had a large and busy 
Practice, finding little leisure for his favourite sports of 
shooting and fishing round Hervey Bay. 

After ten years at Maryborough he took a trip abroad 
for post-graduate work in England, Scotland, France and 
Switzerland. On his return to Queensland he started as a 
Consultant surgeon on Wickham Terrace, Brisbane, and was 
appointed a surgeon of the Children’s Hospital. He was 
hardly established when the war of 1914-1918 broke out, 
and, being a captain in the Australian Army Medical Corps 

tia, he at once volunteered for service in the Australian 
Imperial Force and was promptly appointed to the Third 
Field Ambulance as a major, and sailed from Brisbane on 
September 25, 1914, in the Rangitira. 

Following the training in Egypt and Lemnos he was one 
of the early medical officers ashore on the peninsula. Shortly 
after the Gallipoli campaign he was transferred to the First 

ht Horse Field Ambulance as commanding officer and 
Promoted to lieutenant-colonel. He commanded this unit 
with distinction through the south of Egypt and the Sinai 

rt, and in 1917 was appointed Assistant Director of 
Medical Services, Australian Mounted Division, with the 
Pe of colonel. He held this position till the end of 
hallities, being awarded the “C.B.E.” for his services—an 

Onour richly deserved. 

Back in civil life he was soon in harness again at the 

’s Hospital and was made surgeon to the Repatria- 

tion Commission in Queensland. Here he did some of his 

work and was beloved by every Digger whom he 

led at Rosemount Hospital over a period of twenty- 
years. 








On the outbreak of the 1939-1945 war, though on the 
retired list, “Pat” Dixon offered to do anything to help the 
medical services, and he was posted as a member of a 
standing medical board where his knowledge of the soldier 
and his “habits” was of immense value. He continued this 
work till the time of his death. 

For many years he was a member of the Council of the 
Queensland Branch of the British Medical Association and 
a member of the Ethics Subcommittee. In 1922 he was 
elected president of the Branch. 

A foundation member of the Royal Australasian College of 
Surgeons, he was on the State Committee of that body for 
some years. Also a councillor on the Medical Defence 
Society, for a long period he was president of this society 
from 1945-1947. 

“Pat” Dixon was a most unassuming man, considering 
he had so much to be proud of. He was a model consultant 
with a faculty of inspiring confidence and friendship both 


in his colleagues and patients alike, as witnessed by the fact 

that so many of his colleagues demanded his services in 
their own families. 

To know “Pat” was to love him, and I am sure there are 
none who were not proud to count him amongst their friends. 


Dr. D. Girrorp CroLL writes: In the passing of. Graham 
Patrick Dixon the medical profession in Queensland has 
lost a beloved elder brother. No man was held in higher 
esteem by his fellow practitioners; he had no enemies, and 
the number of doctors and their families who came under 
his professional care was a measure of their respect for his 
skill. 

In 1914 he enlisted with the Australian Imperial Force 
and served on Gallipoli with the Third Field Ambulance. 
In 1916 he was appointed to the command of the First 
Light Horse Field Ambulance, and his work was dis- 
tinguished by its efficiency and a little touch of austerity 
which rather surprised some of his officers who had only 
known him in the days of peace. He commanded the 
First Light Horse Field Ambulance throughout the Sinai 
campaign, and in 1917 became Assistant Director of Medical 
Services of the Australian Mounted Division for the Palestine 
campaign. He showed a flair for administration and that 
wisdom which was afterwards to become such a feature of 
his surgical work. Always he was absolutely fearless and 
of untiring energy, disregarding completely his own personal 
comfort. He was invalided to Australia in 1918, to the great 
regret of the Australian Imperial Force in Egypt. 

Upon resuming practice he maintained the highest ethical 
and surgical standards and soon became one of the leading 
surgeons of Brisbane. He was always most generous in 





532 THE MEDICAL JOURNAL OF AUSTRALIA. 





OcToBER 25,..1947. 





his help to younger men and many a prominent surgeon 
today owes his early training to Dixon. 

His popularity amongst the public was high and his 
practice would have been immense, but Dixon would never 
be hurried ‘and gave to every case the meticulous care which 
he felt it required. 

He was president of the Queensland Branch of the 
British Medical Association in 1922 and served for many 
years upon the Council. The profession’s trust in him was 
profound and they appointed him to every committee upon 
which he would agree to serve. He was still serving until 
a few days before his death, and it will be extremely difficult 
adequately to fill his place. 





CLAUDE FULTON HODGKINSON. 





WE regret to announce the death of Dr. Claude Fulton 
Hodgkinson, which occurred on October 20, 1947, at Hobart. 





Wominations and Elections. 





THE undermentioned has applied for election as a member 
of the New South Wales Branch of the British Medical 
Association: 

Butler, John Ferdinand, M.B., B.S., 1945 (Univ. Sydney), 
Cox Street, Bellbird, New South Wales. 


The undermentioned have applied for election as members 
of the South Australian Branch of the British Medical 
Association: 
Derrington, Arnold Ward, M.B., BS., 1947 (Univ. 
Adelaide), 74, Northumberland Avenue, Tusmore. 
Thomson, Theodore Roderick, M.B., B.S., 1947 (Univ. 
Adelaide), Royal Adelaide Hospital, Adelaide. 

Randell, William Richard, M.B., B.S., 1947 (Univ. 
Adelaide), Royal Adelaide Hospital, Adelaide. 

Jones, Geoffrey Hedley; M.B., B.S., 1947 (Univ. Adelaide), 
15, Burke Street, Tusmore. 

Cheek, Donald Brook, M.B., B.S., 1947 (Univ. Adelaide), 
26, Fitzroy Terrace, Prospect. 

Miller, Robert Lionel, M.B., B.S., 1947 (Univ. Adelaide), 
6, Daphne Street, Prospect. 

Lennard, Lancelot Barrett, M.B., B.S., 1947 (Univ. 
Adelaide), St. Leonards, Kondut, Western Australia. 

Russell, Janet Barbara, M.B., B.S., 1947 (Univ. Adelaide), 
Napier Terrace, Westbourne Park. 

The undermentioned have been elected as members of the 

South Australian Branch of the British Medical Association: 
Russell, Ronald Edyvane, M.B., BS., 1946 (Univ. 
Adelaide), 19, Parker Street, Mile End. 
Fox, Robert Owen, M.B., B.S., 1925 (Univ. Adelaide), 
Point Noarlunga. 
Bennett, Donald Collier, M.B., B.S., 1946 (Univ. Adelaide), 
28, Wood Street, Whyalla. 


Nicholls, Jack Montague, M.B., BS., 1946 (Univ. 
Adelaide), 85, Findon Road, Woodville. 
Wilson, Charles Graham, M.B., BS., 1947 (Univ. 


Adelaide), Royal Adelaide Hospital, Adelaide. 
Hecker, Robert, M.B., B.S., 1947 (Univ. Adelaide), Royal 
Adelaide Hospital, Adelaide. 





Books Received. 





“The Incidence of Neurosis Among Factory Workers’’, by 
Russell Fraser, with the collaboration of Elizabeth Bunbury, 
Barbara Daniell, M. Elizabeth Barling, F. Estelle Waldron, 
P. Mary Kemp and Imogen Lee; Medical Research Council, 
Industriai Health Research Board Report Number 90; 1947. 
London: His Majesty’s Stationery Office. 94” x 6”, pp. 66. 
Price: 1s, 3d. 

“Physical Treatment of Injuries of the Brain and Allied 
Nervous Disorders”, by K. M. Hern, M.C.S.P., with a foreword 
by Air Vice-Marshal Sir Charles P. Symonds, K.B.E., C.B., 
D.M., F.R.C.P.; 1947. London: Bailliére, Tindall and Cox. 
9” x 64”, pp. 104, with many illustrations. Price: 10s. 6d. 

“The Surgical Clinics of North America” (issued every two 
months); 1947. Philadelphia and London: W. B. Saunders 
Company Limited; Melbourne: W. Ramsay _ (Surgical) 
Proprietary, Limited. Lahey Clinic Number; 9” x 53”, pp. 
286, with many illustrations. Price: £4 15s. per annum (clo 
binding), £3 12s. 6d. per annum (paper binding). 

“The Medical Clinics of North America” (issued every two 
months); 1947. Philadelphia and London: W. B. Saunders 





, 
Melbourne: W. Ramsay (Surgical) 
Proprietary, Limited. New York Number; 9” x 5%”, pp. 286, 
with many illustrations. Price: £4 15s. per annum (cloth 
binding), £3 12s. 6d. per annum (paper binding). 

“Hey Groves’ Synopsis of Surgery Illustrated’, edited by 
Sir Cecil P. G. Wakeley, K.B.E., C.B., D.Sc., F.R.C.S., F.R.S.E., 
F.A.C.S., F.R.A.C.S.; Thirteenth Edition; 1947. Bristol: John 
Wright and Sons, Limited. London: Simpkin Marshall (1941), 
Limited. 73” x 43”, pp. 648, with illustrations. Price: 25s. 


<i 
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Diary for the Wonth. 


Oct. 28.—New South Wales Branch, B.M.A.: Ethics Committee. 
Ocr. 30.—New South Wales Branch, B.M.A.: Branch Meeting. 


Company Limited; 








Nov. 4.—New South Wales Branch, B.M.A.: Organization 
and Science Committee. 
Nov. 5.—Western Australian Branch, B.M.A. : Council 


Meeting. 
Nov. 5.—Victorian Branch, B.M.A.: Branch Meeting. 
Nov. 6.—South Australian Branch, B.M.A.: Council Meeting. 
Nov. 7.—Queensland Branch, B.M.A.: Branch Meeting. 
Nov. 11.—Tasmanian Branch, B.M.A.: Ordinary Meeting. 


Wedical Appointments: Important Motice, 








MBDICAL PRACTITIONERS are requested not to apply for any 
appointment mentioned below without having first communicated 
with the Honorary Secretary of the Branch concerned, or with 
the Medical Secretary of the British Medical Association, 
Tavistock Square, London, W.C.1. 

New South Wales Branch (Honorary Secretary, 135, Macquarie 
Street, Sydney): Australian Natives’ Association; Ashfield 
and District United Friendly Societies’ Dispensary ; Balmain 
United Friendly Societies’ Dispensary; Leichhardt and 
Petersham United Friendly Societies’ Dispensary; Man- 
chester Unity Medical and Dispensing Institute, Oxford 
Street, Sydney; North Sydney Friendly Societies’ Dis- 
pensary Limited; People’s Prudential Assurance Company 
Limited; Phoenix Mutual Provident Society. 

Victorian Branch (Honorary Secretary, Medical Society Hall, 
East Melbourne): Associated Medical Services Limited; 
all Institutes or Medical Dispensaries ; Australian Prudential 
Association, Proprietary, Limited; Federated Mutual 
Medical Benefit Society; Mutual National Provident Club; 
National Provident Association; Hospital or other appoint- 
ments outside Victoria. i 

Queensland Branch (Honorary Secretary, B.M.A. House, 223, 
Wickham Terrace, Brisbane, B.17): Brisbane Associated 
Friendly Societies’ Medical Institute; Bundaberg Medical 
Institute; Brisbane City Council (Medical Officer of 
Health). Members accepting LODGE appointments and 
those desiring to accept appointments to any COUNTRY 
HOSPITAL or position outside Australia are advised, in 
their own interests, to submit a copy of their Agreement to 
the Council before signing. 

South Australian Branch (Honorary Secretary. 178, North 
Terrace, Adelaide): All Lodge appointments in South 
Australia; all Contract Practice appointments in South 
Australia. 

Western Australian Branch (Honorary Secretary, 205, Saint 
George’s Terrace, Perth): Wiluna Hospital; all Contract 
Practice appointments in Western Australia. All goverD- 
ment appointments with the exception of those of the 
Department of Public Health. 





Editorial Notices. 





MANuscriPts forwarded to the office of this journal cannu! 
under any circumstances be returned. Original articles for 
warded for publication are understood to be offered to TH 
ae JOURNAL OF AUSTRALIA alone, unless the contrary b¢ 
stated. 

All communications should be addressed to the Editor, TH 
MgpicaL JOURNAL OF AUSTRALIA, The Printing House, Seamer 
Street, Glebe, New South Wales. (Telephones: MW 2651-2.) 


Members and subscribers are requested to notify the Managé!. 
THe MgpIcAL JouRNAL OF AUSTRALIA, Seamer Street, Glebe 
New South Waies, without delay, of any irregularity in the 
delivery of this journal. The management cannot accept aly 
responsibility or recognize any claim arising out of non-receipt 
of — unless such notification is received within oe 
month, 

SUBSCRIPTION Rates.—Medical students and _ others 
receiving THE MEDICAL JOURNAL OF AUSTRALIA in virtue 2 
membership of the Branches of the British Medical Associatio 
in the Commonwealth can become subscribers to the journal o 
applying to the Manager or through the usual agents and book 
sellers. Subscriptions can commence at the beginning of ne 
quarter and are renewable on December 31. The rates are 
for Australia and £2 5s. abroad per annum payable in ad 



















